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. Anterior cerebral artery 13. Inferior cornu of lateral CRANIAL NERVES 


ventricle 
14. Vertebral artery I, Olfactory nerve 


. Anterior communicating artery 15. Frontal lobe A rte — 
: So ' . ulomotor nerve 
. Middle cerebral artery 16. Ophthalmic nerve 


17. Maxillary nerve 
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18. Posterior cerebral artery V Trigeminal ner 
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9° TT , , 
22. Temporal lobe X. Vagus nerve 
23. Cerebellum XI. Accessory nerve 
24. Left transverse sinus XII. Hypoglossal nerve 





. Trunk of corpus callosum 
. Head of caudate nucleus 


’ IV. Trochlear nerve 
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This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 





HYDROCHLORIDE CRYSTALLINE 


Aureomycin. 
Intracran oe Infections 


ECAUSE the urgency of intracranial infections frequently 
makes it desirable to begin treatment before the causative or- 
ganism can be determined, there is need for an agent exerting rapid 
action, which is also effective against a wide range of possible patho- 
gens. Aureomycin—with its ready penetration into the cerebro- 
spinal fluid and its broad antimicrobial spectrum—fills this need 
pre-eminently well. It is particularly useful in infections resistant 
to penicillin and streptomycin, and has been used successfully in 
meningitis caused by E. coli, A. aerogenes, Ps. aeruginosa, H. influ- 
enzae, staphylococci, pneumococci, Klebsiella pneumoniae, Str. 
fecalis, the typhoid bacillus, Salmonella bareilly, Listeria monocy- 
togenes, and Moraxella lwoffi. Inmeningoencephalitiscomplicating 
brucellosis and in encephalitis complicating typhoid, paratyphoid 
and pertussis infections, aureomycin has proven effective. Impres- 
sive clinical improvement has been achieved with aureomycin 
therapy, after other antibiotics proved unavailing, in infected intra- 
cranial hemorrhage, subdural abscess caused by A. aerogenes, and 
brain abscess caused by staphylococci, pneumococci, and E. coli. 
* * * 


PackaGes: Capsules: 50 mg.—Vials of 25 and 100; 100 mg.—Vials of 25 and bottles of 100; 250 
mg.—Vials of 16 and bottles of 100. Ophthalmic Solution: Vials of 25 mg.; solution prepared by 
adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 
amerscan Cyanamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 





A bibliography of 57 selected references will be mailed on request. 
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the “extra advantage” 


in this triple sulfonamide is 


sulfacetamide 


TRICOMBISUL® (acet-dia-mer-sulfonamides-Schering) provides not only 
sulfadiazine and sulfamerazine — standard components 
of almost all triple sulfonamide mixtures — but also sulfacetamide. 


Sulfacetamide brings to the combination extremely high solubility, high 








bacteriostatic activity, and greater safety for the urinary tract. 
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Highly effective * Well tolerated . Imparts a feeling of well-being 


Thousands of physicians 


prefer “Premarin” for the 


treatment of the menopause. 


Estrogenic Substances (water-soluble) 





also known as Conjugated Estrogens (equine) 





$210 
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AYERST, McKENNA & HARRISON Limited * New York, N. Y. * Montreal, Canada 
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HOW TO INCREASE 


THE PROTEIN INTAKE 








without Patient Resistance 
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Patient resistance is rarely encountered when HPS. Sx«% is pre- 
scribed to increase protein alimentation. This high protein supple- 
ment was carefully formulated to insure taste acceptance even when 
regular feedings are refused. Prepared with water or milk, it makes 
a universally acceptable beverage of bland taste, not unlike that 


of a milk shake. 


60% PROTEIN inreadily digested form 


Consisting of intact proteins 
derived from milk, soybeans, and 
egg, HPS. Sx% provides 60 per 
cent protein and 27 per cent 
carbohydrate. Three servings 
prepared with milk provide 95 
Gm. of readily digested, biologi- 
cally complete protein. Prepared 
with water, 3 servings provide 





77 Gm. of protein. HBS. Sat is 
indicated whenever the protein 
intake must be sharply increas- 
ed: pre- and postoperatively, 
to correct nitrogen loss following 
burns and hemorrhage, and in 
hepatitis, hepatic cirrhosis, mal- 
nutrition, pregnancy and lacta- 
tion, and nephrosis. 


SMITH-DORSEY : Lincoln, Nebraska « A Division of THE WANDER COMPANY 
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ACCIDENT HOSPITAL SICKNESS 


INSURANCE 
For Physicians, Surgeons, Dentists Exclusively 





PHYSICIANS 
SURGEONS 
DENTISTS 






ALL 







COME FROM 





$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 





$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 





COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 























Single Double Triple py 
ar er 5.00 per day 10.00 per day 15.00 per day 20. per day 
30 days of Nurse at Home ...............+.-- 5.00 os day 10.00 per day 15.00 day 20.00 per day 

Laboratory Fees in Hospital ................--- 5.00 10.00 15.00 20.00 
Oh MED. cn cscncndcecees 10.00 20.00 30.00 40.00 
SE EES bcs cwavivceeccécceesece 10.00 20.00 30.00 40.00 
X-Ray in = Ceres dr cpnvee dachee’ exe 10.00 20.00 30.00 40.00 
asians bleh Ge awed ae bs wie 10.00 20.00 30.00 40.00 

poe moby to or ny A 0 RRR ere 10.00 20.00 30.00 40.00 

COSTS (Quarterly) 

OE OO eR ee eT Re ee ee 2.56 5.00 7.50 10.00 
EN ing don Cue puiienscuGdawd eae 0 1.50 3.00 4.50 6.00 
EE 5. son citacndvoasahes wena 2.50 5.00 7.50 10.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 
400 First National Bank Building Omaha 2, Nebraska 
$200,000.00 deposited with State of Nebraska for protection of our members 
YOUR COMPLETE SOURCE IN THE SOUTHWEST 
FOR ALL ETHICAL MEDICAL EQUIPMENT AND 
SUPPLIES. 
e 
PHOENIX TUCSON EL PASO 
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Relaxed 
but awake 


In emotional and nervous disorders, 
Mebaral exerts its calming influence 
without excessive hypnotic action. 


Mebaral is also a reliable anticonvulsant. 


INDICATIONS: 

Because of its high degree of sedative 
effectiveness, Mebaral finds a great field 
of usefulness in the regulation of 
agitated, depressed or anxiety states, 

as well as in convulsive disturbances. 
Specific disorders in which the calming 
influence of Mebaral is indicated 
include neuroses, mild psychoses, nervous 
symptoms of the menopause, hyper- 
tension, hyperthyroidism and epilepsy. 







Sedative: 

32 mg. (% grain) and 

new 50 mg. (% grain) 
Antiepileptic: 

0.1 Gm. (1% grains) 

and 0.2 Gm. (3 grains) 













WINTHROP-STEARNS INC. New York 18, N.Y., Windsor, Ont. 


Meboral, trademark reg. U.S. & Canada, brand of mephobarbital 
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.-- all the patients who represent the 
44 uses for short-acting NEMBUTAL 


Case after case from the 593 published reports shows that adjusted 
doses of short-acting NEMBUTAL can produce any desired degree of 
cerebral depression—from mild sedation to deep hypnosis. 
And with only about half the dosage of many other barbiturates. 
Your margin of safety is wide and the duration of effect short. And, 
since the drug is quickly and completely destroyed in the body, there 
is little tendency toward cumulative effect or barbiturate hangover. 
If you’d like to expand your experience with short-acting 
NEMBUTAL, write for your copy of the booklet, “44 Clinical Uses 


for Nembutat.”’ Just address a card to 
Abbott Laboratories, North Chicago, Illinois. Obbott 


In equal oral doses, no other barbiturate combines N b i 
QUICKER, BRIEFER, MORE PROFOUND EFFECT than em uta 


(PENTOBARBITAL, ABBOTT) 













FOR BRIEF AND try the 0.1 Gm. ( 13s-gr. ) 
PROFOUND HYPNOSIS NEMBUTAL Sodium capsule 
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“«,..and be sure to take your VITAMINS! 

When the management of heart disease 
requires caloric or salt restriction, vitamin intake may 
be decreased because of unpalatability or inadequate 
volume of food. A balanced vitamin preparation 

offers a dependable method for guarding 

' against such an eventuality. 

' MERCK 4&4 CO., Inc., Ranway, N. J.—as a pioneer manufacturer of Vitamins—serves 


the Medical Profession through the Pharmaceutical Industry. 
OMerck & Co., Inc: 
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THE 


Free 
Trial 
Offer 





Doctor ... we are so enthusiastic about the performance 
of the Burdick EK-2 Direct-Recording Electrocardio- 
graph that we would like to have you try one. 


Just mail the coupon below, or phone us, and we will 
arrange to place an EK-2 Electrocardiograph in your 
office for 15 day free trial. No obligation whatever. 


STANDARD SURGICAL SUPPLY 


710 NORTH FIRST STREET PHOENIX* ARIZONA 


BRANCH: 809 E. BROADWAY — TUCSON, ARIZONA 


Please arrange for a 15 day free trial of your Electrocardio- 
graph at our mutual convenience. I understand this involves 


no obligation whatsoever. 
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*VOLSEROL’ TREC. UY. 8. PAT. OFF.) 1S A TRADEMARK OF C. R. SQUIBD & SONS 
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in muscle spasm of in acute in certain 
rheumatic disorders alcoholism 


neurologic disorders 


The new, uniform oral dose for adults is 1-3 grams. This 
may be repeated 3-5 times per day. 


The first dose prescribed should be at the lower end of 
the recommended dosage range (an occasional patient may 
complain of side effects when large doses are given at the 
start of Tolserol therapy). Subsequent doses may be adjusted 
to the needs of the individual patient. Whenever possible, 
Tolserol should be given after meals. When Tolserol is 
given between meals, it is desirable that the patient first 
drink 14 glass of milk or fruit juice. 


‘Tolserol 


Squibb Mephenesin 


Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100; Capsules, 0.25 Gm., 
bottles of 100; Elixir, 0.1 Gm. per cc., pint bottles; Intravenous 
Solution, 20 mg. per cc., 50 cc. and 100 cc. ampuls. 
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Supplied: Vials of 150 and 1500 TR (turbidity-reducing) units. 
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‘Therapeutic bile 


overcomes stasis 


cau “*. . the best bile salt to use .. . would be the one that produced 
the most copious flow of secretion from the liver. . . . In short, 
hydrocholeresis would be advantageous, if achievable. 


“It is. The preparation, dehydrocholic acid, commercially 
available as Decholin . . . does considerably increase the volume 
output of a bile of relatively high water. content and low 
viscosity. The drug is not a cholagogue, i.e., it does not promote 
evacuation of the gallbladder, but it is a good ‘flusher’.”’* 


Decholin 


dehydrocholic acid, Ames 


Hydrocholeresis with Decholin produces abundant, 
thin, free-flowing bile—“therapeutic bile.” This 
¢ . flushes thickened bile, mucus plugs and debris 
Newel from the biliary tract. 


Decholin Tablets, 3% gr. (0.25 Gm.), bottles of 100, 500, 1000 
and 5000. 


Decholin Sodium (sodium dehydrocholate, Ames) 20% aque- 
ous solution, ampuls of 3 cc., 5 cc., and 10 cc 


*Beckman, H.: Pharmacology in Clinical Practice, 
Philadelphia, W. B. Saunders Company, 1952, p. 361. 


Decholin and Decholin Sodium, trademarks reg. 
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STAB WOUND OF THE B 


WOUNDS OF THE SMALL INTESTINE AND MESENTERY 


Lazarus Manoil, M.D. 
Phoenix, Arizona 


INTRODUCTION: 

Bladder wounds are encountered very in- 
frequently in civil practice as shown by the 
records of our large hospitals. Even in war, 
the condition is met far less commonly than 
might be supposed. The anatomical location 
of the bladder, protected as it is by the bony 
pelvis, is such as to render it peculiarly immune 
to wounds and injury. 

Bartels in 1878 found only two cases in a 
total of 16,711 surgical admissions to St. 
Bartholomews Hospital between 1869 - 1875. 
Stevens and Delzell reported in 1937 twenty- 
seven cases of bladder injury that had been 
seen in the Urological Department of the 
Bellevue Hospital during the previous twelve 
years. These constituted forty-five percent of 
all patients with bladder injuries who were 
admitted to all the services of the hospital 
during the period. 

Stab wounds of the bladder can and do occur, 
especially when the bladder is distended. This 
is a report of such a case, complicated by 
multiple injuries to the small intestine and 
mesentery. 

REPORT OF A CASE: 

J. B., a 34 year old negro male, was admitted 
to the Emergency Surgical Service at Memorial 
Hospital on September 30, 1951 with eviscera- 
tion of the small bowel. The complete history 
was unobtainable at the time, but essential facts 
of the case were that he was stabbed with a 
sharp knife in the lower abdomen about one 
hour before admission. He had been at a dance 
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LADDER COMPLICATED BY 


where he consumed large amounts of beer. He 
appeared to be in moderate shock. Physical 
examination disclosed a _ well-developed and 
well-nourished colored man with evisceration of 
the small bowel through an apparently small 
incision to the left of the suprapubic area. The 
intestines were matted with blood and dirt. 
Blood pressure on admission, 85/40; heart 
sounds, regular, of good quality, rate 92. The 
patient was given two units of plasma and 
oxygen to combat shock and Wangensteen Suc- 
tion to empty the stomach while the operating 
room was being prepared. Surgery was started 
within one hour after admission. Proper 
preparation of the operative field was not 
satisfactory because of the eviscerated bowel. 
Examination of the extruded ileum disclosed the 
presence of nine small perforations of the lumen 
and two small perforations of the mesentery. 
These were closed with Lembert fine silk sutures. 
Examination of the laceration of the abdominal 
wall disclosed a tear three inches long through 
which the extruded bowel could not be replaced 
in the abdominal cavity. This laceration was 
extended upwards to enable adequate explora- 
tion of the lower abdominal contents and to 
permit return of the extruded bowel. Examina- 
tion disclosed a small amount of fecal matter, 
clotted blood and some liquid with a smell 
suggesting urine. The descending colon and 
sigmoid appeared to be intact but examination 
of the bladder disclosed a tear in the dome 
about two inches long. The walls of the bladder 
were grasped with Allis forceps and the bladder 
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cavity then cleaned out with aspiration and 
sponges. A small cyst was noted on the wall 
of the bladder close to the left ureteral opening 
which was not disturbed. A retention Pezzer 
catheter was then inserted into the bladder and 
the tear was then closed in two layers, chromic 
#0 for the mucosa and fine silk for the outer 
serosa layer. The prevesical space of Retzius 
was then cleaned and all bleeding controlled. 
A small Penrose drain was inserted in this area. 
A Penrose drain was also placed in the lower 
abdominal cavity and pelvis along with 10 
grams of sulfathiazole crystals. The abdomen 
was then closed in layers, chromic #1 for the 
peritoneum, chromic #1 for the fascia and clips 
for the skin. The patient was given 1,000 cc. 
of blood during the operation which he stood 
very well and was returned to the ward in good 
condition. He was placed on penicillin and 
streptomycin, Wangensteen Suction for three 
days and the usual supportive treatment. Con- 
valescence was uneventful. The drains were 
removed on the third postoperative day and the 
skin clips on the fourth day. The wound healed 
surprisingly well by primary union considering 
the lack of adequate preparation and its dirty 
condition at the onset. On the fourth post- 
operative day he had a voluntary bowel move- 
ment. He was transferred to the County Hospital 
on October 4, 1951, the fifth postoperative day, 
for further treatment. On October 10, 1951, the 
eleventh postoperative day, the suprapubic 
retention catheter was removed. The patient 
was able to void voluntarily the following day. 
Catheterization and irrigation of the bladder 
revealed no blood or large amounts of residual 
urine. He was discharged from the County 
Hospital on October 17, 1951, the eighteenth 
postoperative day and was last seen in my office 
on November 20, 1951 at which time he had 
no complaints referable to the gastro-intestinal 
or genito-urinary tracts. He was gaining in 
strength and planned to return to work the 
following week. 


COMMENT: 


The dangers from urinary extravasation and 
fecal contamination constitute the chief dangers 
of wounds of the bladder associated with injury 
to the intestines. The diagnosis of bladder injury 
is difficult but must be considered in all stab 
wounds of the lower abdomen with evisceration 
of the bowel. On exploration of the pelvis after 
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replacement of the intestine, inspection of the 
bladder as well as other organs will reveal 
whether injury is present. Immediate surgery 
is therefore indicated to correct the defects and 
to clean the areas without further contamination. 
Suprapubic drainage of the bladder and drain- 
age of the prevesical space of Retzius and 
contaminated abdominal cavity seem advisable 
to lower morbidity and mortality. 


Fullerton(2) presented a study of fifty-three 
cases of bladder wounds which he saw at the 
Base Hospitals in World War I. Seventy per- 
cent of these were complicated by injury of 
the intestine or bone or both. In this group 
there were four cases of intraperitoneal wounds 
of the bladder and intestine. The main features 
of these cases reported were as follows: 


(1) Resection of four feet of intestine with 
end to end anastomosis for multiple perforations 
(eleven) and two tears in the mesentery. A 
piece of shell in the bladder was removed and 
the bladder sutured. The abdomen was closed 
with a pelvic drain. A catheter was passed every 
four hours and the patient was passing urine 
normally in one week. The patient recovered. 


(2) Bullet entrance wound right buttock. 
There were six perforations of the ileum closed 
by suture. Perforations of the bladder was 
closed with a double row of catgut sutures. 
The abdomen was closed. The prevesical space 
was explored and disclosed another small hole 
in the anterior wall of the bladder. This also 
was closed with a double row of catgut sutures. 
The space of Retzius was drained. The patient 
passed urine naturally without difficulty after 
the operation. There was some hematuria and 
pain two days postoperatively. X-ray showed a 
bullet in the bladder wall. This was removed 
by cystoscopy and forceps pushed through the 
wound of the anterior wall of the bladder. 
There was very little leakage from the wound. 
The patient was evacuated to England after 
two weeks of satisfactory convalescence. 


(3) Laparotomy wound disclosed blood in 
the peritoneal cavity. One perforation of the 
ileum near the caecum closed with sutures and 
a group of perforations distant from the caecum 
resected. A missile was found in the perforated 
bladder and removed. The bladder was drained 
suprapubically, the rectovesical pouch also was 
drained. The patient was evacuated to England 
with a small drain in the bladder doing well. 
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(4) Bullet entrance wound at coccyx. A 
missile passed through the rectum and bladder 
and out through the suprapubic region. Supra- 
pubic cystostomy and ileocolostomy were done 
at the clearing station. One month later, the 
patient was passing most of the urine per 
urethra. The wounds were almost healed in 
another month. 

Sandrey and Mogg(3) reported in 1944 a 
series of five cases of wounds of the bladder 
seen at the Royal Naval Hospitals, only one of 
which, a rectovesical impalement, was not due 
to enemy action. They felt, 1) such wounds 
should be closed as soon as possible to avoid 
unnecessary high mortality and morbidity con- 
sequent to unsutured perforation of the gut; 
2) suprapubic drainage plays an important part 
in the healing. The tied-in catheter never 
provides adequate drainage and its use is 
strongly deprecated; 3) Free drainage of pre- 
vesical cellular tissue adjacent to the perforation 
of the bladder is an essential part of treatment 
whether extravasation of urine has occurred 
or not. 

Michels,(4) reporting for the surgical teams 
of which he was a member in Italian, French 
and German Theaters from January 1, 1944 to 
May 8, 1945, had one hundred fifty-five (4.9 
per cent) bladder lesions among 3,154 wounded 
individuals having abdominal pathology. Of the 
one hundredy fifty-five cases, the correct diag- 
nosis was made preoperatively or at surgery one 
hundred forty-nine times. Six cases were over- 
looked, two of these died the first postoperative 
day and the bladder wounds were found at au- 
topsy. Three of the six developed urinary fistula 
(thigh, abdominal wound and to the rectum) 
and were later subjected to cystostomy with good 
results. The sixth passed a foreign body per 
urethra and recovered following insertion of an 
indwelling urethral catheter. One hundred thirty- 
four of the one hundred fifty-five cases (eighty- 
six percent) had bowel lesions in addition to the 
bladder damage. The mortality rate in cases hav- 
ing bladder lesions depends mainly on how 
much bowel damage co-exists. In the bladder in- 
juries along with the small bowel (forty cases) 
the mortality rate was twenty-two per cent. 
Thirty-five cases were wounded with gunshot 
with a mortality of thiry-four percent. Seventy- 
one cases were wounded by shell fragment with 
a mortality of thirty-two percent. There were 
three cases of bladder injury classified as due to 
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pressure with no deaths. In forty-six cases the 
agent causing injury was not recorded. 

One hundred thirty-seven of the one hundred 
fifty-five cases had an intraperitoneal laceration 
of the bladder. Nine cases had only an extraperi- 
toneal laceration and none of these died. Sur- 
gical procedures carried out for bladder wounds 
varied little. One hundred ten had a suprapubic 
cystostomy with a repair of the laceration. 
Thirteen cases had a suprapubic cystostomy 
without repair. Six cases had a repair without 
any other procedure. Three cases had an in- 
dwelling catheter. Six cases were overlooked and 
seven died on the operating table. Repair of the 
laceration with suprapubic cystostomy is the 
procedure of choice. The abdomen is opened to 
explore and repair whatever intraperitoneal in- 
jury is found and the intraperitoneal tear into the 
bladder is thus easily inspected and repaired at 
the same time. The space of Retzius is regularly 
drained. In this series sulfonamides were occa- 
sionally placed in the abdomen and in later cases 
penicillin was introduced intra-abdominally. 

Summary 

(1) A case of stab wound of the bladder as- 
sociated with evisceration and multiple perfor- 
ations of the intestines (nine) and mesentery 
(two) is reported. 

(2) Brief review of the literature discloses 
the infrequency of such injuries in civil practice. 

(3) Early surgical management with ade- 
quate drainage of the bladder suprapubically 
with a retention catheter is the preferable pro- 
cedure. Drainage of the prevesical space of 
Retzius and pelvis is indicated because of gross 
contamination intra and extraperitoneally. 

(4) Infection in the case reported was satis- 
factorily averted with adequate antibiotic ther- 
apy and supportive treatment. 
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MECKEL’S DIVERTICULUM 


Jules L. Whitehill, M.D., F.A.C.S., F.1.C.S. 
Tucson, Arizona 


It is indeed fortunate that Meckel’s Diverti- 
culum is present in but two percent of all indi- 
viduals. The potentiality of this vestigial organ 
for producing pathology is so enormous that were 
it unversally present, as is the appendix and 
gallbladder, it would rival those organs as a 
source of income for the surgeon. Because of its 
infrequency too little attention has been given to 
Meckel’s Diverticulum as a source of possible ab- 
dominal symptomatology. It is unusual for the 
average surgeon in performing a laparotomy to 
look for a Meckel’s Diverticulum even when the 
source of abdominal pain is unexplained. Too 
often the surgeon will take out a normal appen- 
dix and fail completely to explore the ileum. I 
myself have operated on several individuals 
with pathological Meckel’s Diverticula who had 
previously been subjected to laparotomy for ap- 
pendectomy. It is not fully realized by the rank 
and file of general surgeons that even the normal 
appearing Meckel’s Diverticulum may be a 
source of abdominal discomfort. It has generally 
been assumed that, in the absence of infection, 
ulceration or other demonstrable pathology, 
Meckel’s Diverticulum is a symptomless organ. 
Nothing could be further from the truth; as a 
matter of fact nothing could be further from the 
truth with regard to other diverticula of the 
small bowel such as those of the jejunum and 
duodenum. It is now recognized that all of these 
diverticula are potential producers of symptoms 
even in the absence of demonstrable pathology; 
and this is evidenced by the fact that upon their 
removal the patient becomes asymptomatic. It 
should be a routine in performing any laparo- 
tomy where the ileum is available for explora- 
tion and where the additional procedure is not 
a hazard to the patient, to explore the terminal 
three feet of ileum for a possible Meckel’s Di- 
verticulum. 

Meckel’s Diverticulum arises as a persistence 
of a vestigial structure present in the first few 
weeks of embryonic life, known as the vitelline 
or vitello-intestinal duct; so called because it is 
a tubular bowel-like structure extending from 
the primitive gut to the yolk sac. It apparently 
plays a role in the absorption of nutriment from 
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the yolk sac before the placenta of the fetus is 
firmly implanted. This vitello-intestinal duct also 
masquerades under the alias of the omphalo- 
mesenteric duct because, when it persists in the 
fully developed individual, it may extend from 
the umbilicus to the terminal ileum. Most of the 
difficulties to which a Meckel’s Diverticulum may 
give rise are related to its embryological develop- 
ment. (Fig. 1) For example, the entire duct may 
persist as a patent intestinal structure from the 
terminal ileum to the umbilicus resulting in an 
intestinal fistula opening through the umbilicus. 
This is a rather unusual occurrence. More fre- 
quently, the segment from the umbilicus to the 
persistent Meckel’s Diverticulum may atrophy 
to form a solid cord. This then gives rise to a 
band stretching from the umbilicus to a Meckel’s 
Diverticulum, or, if the entire process is reduced 
to a cord-like structure this cord may extend di- 
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recttly to the ileum and be the cause of intestinal 
obstruction by strangulation of adjacent small 
bowel. Most frequently, however, the connection 
between the umbilicus and the persistent divert- 
iculum of the ileum disappears completely and 
what remains is the usual Meckel’s Diverticul- 
um; a tubular blind structure which extends for 
one inch to eight inches in length, and practi- 
cally always arises from the antimesenteric bor- 
der of the ileum. As previously noted, most of 
the Meckel’s Diverticula arise within the last 
eighteen inches of ileum, but there are some 
which arise as high as two and a half or three 
feet above the iliocecal junction. On rare oc- 
casion it has been reported that the diverticulum 
may even be jejunal in origin. Not infrequently 
there are small subsidiary diverticula of the di- 
verticulum which are of no special significance. 

The most frequent symptom characteristic of 
Meckel’s Diverticulum is the occurrence of gross 
bleeding. Such hemorrhage is much more fre- 
quent in the infant and first few years than it 
is in later life, although it may occur at any time 
from infancy to senility. The occurrence of such 
bleeding is the result of an embryological ano- 
maly. Since Meckel’s Diverticulum forms a part 
of the primitive gut, the multipotent cells within 
it are capable of producing most of the struc- 
tures derived from the embryological gut. The 
most frequent ectopic tissue found in a Meckel’s 
Diverticulum is gastric mucosa. This gastric 
mucosa is quite typical of the gastric mucosa 
found in the stomach and it is apparently cap- 
able of production of hydrochloric acid and pep- 
sin. At least the chief and parietal cells of the 
gastric mucosa can be demonstrated in the gas- 
tric glands found in a Meckel’s Diverticulum. 
Probably as a result of the presence of gastric 
mucosa, Meckel’s Diverticulum may undergo 
peptic ulceration. Such peptic ulcers are usually 
present at the junction of the Meckel’s Diverti- 
culum with normal ileum. They give rise to 
bleeding which may be slow or profuse. Such 
blood when it traverses the colon may be evacu- 
ated as a tarry stool, or if the bleeding is very 
rapid it may be red to reddish black. It never 
is as bright as the bleeding which occurs from 
the terminal portion of the large bowel and this 
is often a clue to the site of bleeding. Any un- 
explained severe intestinal bleeding in an in- 
fant, or even in an adult, for which no other 
cause can be demonstrated, should be suspected 
of arising from a Meckel’s Diverticulum. If a 
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careful history is taken in the adult, it will often 
be found that prior to the onset of bleeding the 
patient complained of ulcer-like pain. Such pain 
frequently bears a relationship to meals but is 
not relieved by the ingestion of food or alkali. 
This too is often a clue to the presence of an 
ulcer of a Meckel’s Diverticulum. Other types of 
ectopic tissue have been found in Meckel’s Di- 
verticulum the most frequent of which is pan- 
creas. Colonic mucosa has also been found. Pos- 





Fig. 2—Mechanism of Intussusception. 





Fig. 3—Radiographic demonstration of Meckel’s Diverticulum. 
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sibly because of the frequent presence of these 
abnormal tissues, tumors of Meckel’s Diverti- 
culum have been reported now and _ then. 
Carcinoma arising in a Meckel’s Diverticulum 
has been reported. Carcinoid tumors occasion- 
ally occur and even sarcoma of a Meckel’s Di- 
verticulum has been reported. Ulceration of a 
Meckel’s Diverticulum may go on to perforation 
with a generalized peritonitis. If a generalized 
purulent peritonitis is present upon laparotomy 
in a child with a normal appearing appendix, 
the ileum should be explored for the presence 
of a perforated Meckel’s Diverticulum. Occa- 
sionally a Meckel’s Diverticulum will have a 
very narrow communication with the ileum. In 
such a case the Meckel’s Diverticulum may en- 
large because of its inability to expel its contents 
and finally undergo pressure necrosis and gan- 
gerene. Or a Meckel’s Diverticulum may twist 
at its base and produce strangulation of the 
organ. Several instances have been reported in 
which a very long Meckel’s Diverticulum has tied 
itself into a knot, producing strangulation of in- 
cluded small bowel. In intussusception and par- 
ticularly in recurrent intussusception, consider- 
ation must always be given to the possibility that 
the start of the lesion may be a Meckel’s Divert- 
iculum. Meckel’s Diverticulum produces this con- 
dition by becoming inverted into the lumen of 
tthe ileum, thus serving as a bolus which the 
ileum tries to propel forward. In so doing, tele- 
scoping of the Meckel’s and the ileum occurs into 
the more distal ileum. (Fig. 2) This is one of the 
more frequent complications of Meckel’s Diverti- 
culum. Finally a Meckel’s Diverticulum may 
serve as a nidus for foreign bodies of one kind 
or another. Occasionally a concretion forms 
within the diverticulum which may be radio- 
opaque. Unexplained round calcific shadows on 
x-ray should be suspected, in the absence of other 
demonstrable cause, of being enteroliths in a 
Meckel’s Diverticulum. At times an injected 
foreign body will lodge within a Meckel’s Diver- 
ticulum so that perforation by chicken bones and 
even vegetable shells has been reported. 

The diagnosis of Meckel’s Diverticulum is 
largely a clinical one and cannot be proven until 
surgical exploration. Only on rare occasions has 
it been possible to demonstrate a Meckel’s Di- 
verticulum radiographically, either by means of 
a GI series from above or om-retrograde filling 
from a barium enema. (Fig. 3) The absence of 
such demonstration by x-ray in no way precludes 
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the presence of a Meckel’s Diverticulum. I should 
like to reiterate that, in the presence of unex- 
plained abdominal pain peptic in nature or oth- 
erwise, the possibility of a Meckel’s Diverticul- 
um should be strongly considered. Further, I 
should like to reemphasize the necessity for ex- 
ploration of the terminal several feet of ileum at 
every laparotomy, when such explorattion does 
not jeopardize the patient. The surgeon will be 
richly rewarded by finding a structure which is 
a very importatnt potential hazard to the patient 
if not the actual cause of the patients symptoms; 
and he will be saved from the embarrassment of 
its subsequent removal by another surgeon. 
The technique of removal of a Meckel’s Di- 
verticulum is a relatively simple one. It has been 
recommended by some that a clamp be placed 
across the base of the Meckel’s Diverticulum in 
a longitudinal direction and that it be sewn 
transversly. Others recommend a transverse ap- 
plication of the clamp, while still others have 
recommended that a purse string be placed 
about the base. The purpose of all of these 
maneuvers is to prevent encroachment upon the 
lumen of the bowel. Of course, the lumen of 
small bowel can be encroached upon to a rather 
marked degree withou producing obstruction 
inasmuch as the normal contents of the bowel 
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50.-Recommended method of surgical removal of a Meckel’s idling 
‘ry cutting away diverticulum between double. Kocher clamps. The ¢) 
tan angle of 45 degrees with the intestinal tube. 2, Diverticulum has 
sition of the remaining clamps is shown. 3, Without opening the intestin 
. inverted with a continuous suture which penetrates all layers except th 
orcing line of Halsted mattress sutures. This type of removal Stee ° 
riction or angulation of the put eo awe 


Fig. 4—Surgical technique for removal of Meckel’s Diverticu- 
lum "Ladd and Gross). 
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are liquid. Ladd and Gross have recommended 
that an Ochsner clamp be used across the base 
of the diverticulum in an oblique direction to the 
long axis of the bowel. (Fig. 4) This is a com- 
promise between the transverse and the longitu- 
dudnal applications of the clamp and tends to 
prevent the narrowing of the bowel. The clamp 
should be placed well down at the base because, 
as previously mentioned, many of the ulcers are 
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at the junction of the diverticulum with normal 
bowel. The diverticulum is excised above the 
clamp with a carbolized scalpel, a running atrau- 
matic chromic suture of the Parker-Kerr type is 
applied, the clamp removed and the bowel edges 
inverted. The same suture can be run backward 
as a continuous Lembert suture and tied to it- 
self. A third row of interrupted fine silk sutures 
completes the closure. 


CONSERVATIVE SURGICAL PROCEDURES IN THE 
TREATMENT OF PULMONARY GRANULOMAS 


C. Thomas Read, M.D. 


Phoenix, 


Granulomatous inflammation may be defined 
as an exudative and productive reaction in the 
tissues, characterized by the accumlation and 
proliferation in the injured area of reticuloendo- 
thelial cells. The exudative reaction in this defini- 
tion refers to the presence of fluid elements de- 
rived from the circulation and the productive 
(or proliferative) component comprises the 
growth of new tissue or cells. 

The proliferating cells found in such a pro- 
cess are reticuloendothelial celis, or as some- 
times named, wandering cells, macrophages or 
histiocyttes. In the presence of some injurious 
agents these cells are involved not only in a 
proliferative process but in a necrotizing re- 
action as well. The deposition of granules within 
an area accompanying the proliferative response 
of cells has led to terming this inflammatory pro- 
cess a granuloma(1). 

A large variety of etiological factors are re- 
sponsible for the production of granulomas and 
among the known group are viral, bacterial, my- 
cotic, chemical and physical agents. Other un- 
known agents are responsible for such diseases 
as nonspecific granulomatosis of the intestine 
and Boeck’s Sarcoid. 

Much has been written in reference to the 
diagnosis of these lesions and that phase of the 
subject will not be discussed in detail. Suffice 
it to say that the more important examinations 
relative to a diagonsis include serologic proce- 
dures, cutaneous tests, x-ray examinations in- 
cluding tomography, smears and cultures from 
specimens, sputums, and any draining exudates, 
and biopsy. The histopathological characteristics 
of biopsied lesions are readily recognized but 
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they provide little help in determining the specif- 
ic etiologic agent. 

In situations presenting diffuse granulomatous 
involvement of both lungs or of the mediastinal 
lymph nodes a biopsy of the supraclavicular 
nodes overlying the scalene muscles in the an- 
terior triangle of the neck will frequently aid in 
arriving at a diagnosis. The biopsy can be per- 
formed and may be revealing even though the 
nodes are not enlarged and palpable. With the 
good resultts obtained in the treatment of sar- 
coid with cortisone, biopsy of the lung should be 
seriously considered when Boeck’s sarcoid is 
strongly suspected(2). 

Although these disease entities are frequently 
widely disseminated throughout the entire body, 
further comment in their regard will be limited 
to their occurence within the lungs. 

The granulomatous inflammatory diseases bear 
resemblances clinically, and grossly all granu- 
lomas present similar appearances. Because they 
are fundamentally alike anatomically, lesions of 
such nature situated in the lungs produce roent- 
genographic shadows of marked similarity, that 
may be cavitary or nodular in configuration. 

Many of the granulomatous lesions of the lungs 
can be managed conservatively, e.g., coccidioid- 
omycosis frequently appears as an isolated par- 
enchymal infiltration with or without cavitation 
and fades away by spontaneous resolution or 
leaves behind a fibrotic or calcific scar. There 
are numerous available references to the spon- 
taneous healing of histoplasmosis: deduced by 
finding healed nodular foci in lungs of individ- 
uals living in an endemic area, who present posi- 
tive skin tests for that disease and negative tu- 
berculin reactions. 

However, for reasons to be elaborated upon, 
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the granulomatous diseases of particular inter- 
est to the physician and surgeon are those in 
which a definite diagnosis cannot be readily 
made. Among these are cavitary lesions which 
strongly resemble pulmonary tuberculosis and 
solitary nodules in the periphery of the lung 
which roentgenographically are not unlike peri- 
pheral neoplasms. In the Southwestern states 
coccidioidomycosis assumes a particular role of 
interest for it is a great imitator of both tuber- 
culosis and neoplasm. 

Surgical extirpation should be considered for 
the granulomatous processes that manifest cer- 
tain complications arising from the disease focus, 
and when a granuloma mimics a pulmonary 
neoplasm. 

The most frequent complications inviting sur- 
gical intervention are hemoptysis, secondary in- 
fection of the cavities (with or without demon- 
strable bronchiectasis), and spontaneous rup- 
ture of a cavity with its inescapable sequelae. 
Other indications for surgery include indeterm- 
inate lesions failing to respond to medical treat- 
ment and residual cavities persisting due to 
epithelial linings. 

An apical cavitary lesion that strongly simu- 
lates tuberculosis by x-ray or in which debat- 
ably pathogenic acid fast bacilli have been re- 
covered from the sputum should also be present- 
ed for surgical consideration. Acid fast bacilli are 
sometimes recovered only on one occasion and 
may or may not be proved to be Myobacterium 
tuberculosis, nevertheless the patient may be 
catalogued as tuberculous and be treated accord- 
ingly with less efficient procedure than resec- 
tion surgery. 

Within the past few years all physicians have 
been made conscious of the solitary rounded 
density observed on x-ray examination of the 
chest and are confronted with the management 
of such a finding. Individuals harboring these 
abnormal densities are often symptomless and 
their number has increased with the popularity 
of mass x-ray surveys. A peripheral primary 
malignant neoplasm of the lung may arise in- 
sidously, without symptoms, and be depicted as 
a similar rounded mass on x-ray examination. 
Other lesions of the lung giving the appearance 
of a rounded density on x-ray are granulomas, 
siamartomas, solitary metastatic nodules, ab- 
scesses filled with fluid, bizarre cystic diseases 
such as echinococcosis, and benign neoplasms 
(including bronchial adenoma). These lesions 
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may be indistinguishable roentgenographically 
and when a definite diagnosis cannot be made 
beforehand a neoplasm of the lung must be con- 
sidered foremost and excisional surgery advised. 

As described by the Mayo Group, who have 
reported their experience with sixty-five cases 
of a variety of surgically removed pulmonary 
granulomas, resection is the best treatment in 
many instances. However, it is not as urgent or 
as necessary as in the case of pulmonary neo- 
plasms(3). In 1950 Melick published an enlight- 
ening review of expressed opinions on the sur- 
gical management of chronic forms of coccidioi- 
domycosis. Practically all the surgeons respond- 
ing to his inquiry were in favor of excisional sur- 
gery, of various types, when the indications re- 
counted above were present(4). It behooves the 
clinician and the surgeon, therefore, to attempt 
to make the proper diagnosis in order that oper- 
ation might be delayed or denied those individu- 
als with benign granulomas. However, as in- 
ferred previously, the diagnosis frequently can- 
not be made until the time of thoracotomy. 

The surgical principles applicable to the small 
lesion with cavitation and the solitary rounded 
foci of pulmonary tuberculosis are well suited for 
the surgical extirpation of other granulomas as 
well. These lesions frequently are confined to 
segments or subsegments or present on the sur- 
face or margin of a lobe. As Chamberlain has in- 
dicated, if there is a question of the presence of 
tuberculosis the size of the lesion has little to do 
with its activity or its potential danger and in- 
deed the future course of caseous lesions is un- 
predictable(5, 6). 

The requirements and objectives of the sur- 
gical technics that should be applied are the re- 
moval of the major localized disease foci and 
preservation of the maximum amount of normal 
functioning pulmonary tissue. 

The stated requisites are complied with in 
several available procedures and are specifically 
embodied in the following: (1) wedge or “V” 
excision of tissue (seldom used because of in- 
folding of surrounding adjacent surfaces), (2) 
enucleation of solid foci and cavities, (3) remov- 
al of a firm retracted airless segment or sub- 
segment by stripping it along the adjacent ana- 
tomical cleavage planes from the periphery to- 
ward the hilum(7), (4) in larger lesions but 
still confined to one or two segments, an ana- 
tomical segmental resection can be performed(5, 
6, 8, 9, 10). The procedures can be used singly 
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or in combination, being easily adapted to the 
particular indication noted by the surgeon at the 
time of thoracotomy. 

Coccidioidal cavities are sometimes isolated, 
discretely located within the substance of the 
lung, and present on a flat surface or margin of 
a lobe without surrounding satellite infiltrations 
of any significance. Under these circumstances 
such a cavity can be easily and readily enucleat- 
ed. This was done in the case of R. D. (Fig. 3) 
wherein the cavity was situated in the marginal 
surfaces of both upper and lower lobes. Any 
other procedure than enucleation would have 
required a much greater loss of tissue from both 
lobes. 

When the preoperative diagnosis resolves itself 

. around coccidioma, tuberculoma or neoplasm, 
thoracotomy is indeed indicated. Coccidiomas 
lend themselves to easy enucleation and though 
they may simulate tuberculomas the procedure is 
adaptable to either disease. Confirmation or a 
general interpretation of the disease entity at 
hand can be obtained from examination of the 
gross specimen or with the aid of frozen section 
done by the pathologist. If the immediate his- 
topathological report indicates that the lesion re- 
moved is not granulomatous but neoplastic in 
nature further more radical resection can be per- 
formed. (This method is not unlike the routine 
practiced in the surgery of breast tumors. ) 
However, it would be unusual for a peripheral 
neoplasm not to show considerable surrounding 
induration and other features characteristic of 
such lesions. Nevertheless the interpretation rests 
with the judgment of the pathologist and the 
operating surgeon. 

Occasionally an upper lobe granuloma with 
cavitation simulates tuberculosis and the picture 
may even be confused with the finding of acid 
fast bacilli on concentrates; and as in the case of 
E. C. (Fig. 1) a history of one positive culture 
made the diagnosis more complex. At operation 
sebmental involvement permits no differentia- 
tion between the two diseases but segmental re- 
section may be applicable to either one. Thora- 
coplasty on the other hand is not a satisfactory 
procedure for a chronic granulomatous process 
(other than tuberculosis) in such a location be- 
cause some degree of suppuration is present 
which is usually the cause for the manifest symp- 
toms. Also chronic granulomatous cavities not 
infrequently develop epithelialized linings, the 
cure for which is excision. 
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Because the lesions under discussion are prac- 
tically all potentially dangerous if permitted to 
remain untreated, a patient usually will be bene- 
fited by operative intervention regardless of the 
preoperative assumptions regarding the disease 
process in question(11). 

Illustrative Cases® 

Patient E. C.—This forty-four year old white 
male was admitted to the hospital July 31, 1951 
(Figs. 1 and 2). 





_ Fig. 1 (Patient E. C.)—Preoperative x-ray of the chest show- 
ing the large fairly thin-walled cavitary area in the right upper 


lobe region. Serial examinations had shown this excavated area 
to be increasing in size. 


His history disclosed that in November 1948 
while in the Armed Forces a chest x-ray re- 
vealed a smal larea of fibrosis in the right apex. 
This was believed to be of no clinical signifi- 
cance, and he was returned to full military duty. 
A follow-up x-ray in July 1945 was considered 
negative. In April 1949 an x-ray taken at a Vet- 
erans Hospital showed an infiltration in the right 
upper lobe. Sputums were negative for acid fast 
bacilli and he was discharged with a diagnosis of 
arrested tuberculosis. A subsequent examination 
in July 1950 revealed a possible cavity in the 
right apex with surrounding infiltrations. Con- 
centrates of the sputum were negative for acid 
~ @Patients E. C. and R. D. are included in an article to be 


presented by the author at the 32nd Annual Meeting of the 
American Association for Thoracic Surgery. 
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Fig. 2 (Patient E: C.)—Roentgenogram of the thorax about one 
month after operati E inati b t to this have 
increased clearing of the operated hemithorax. 





fast bacilli. Repeat x-rays including tomographs 
in 1950 revealed a cavity in the right upper lobe. 
Tuberculin skin tests were positive in the sec- 
ond strength and an equivocally positive cocci- 
dioidin test was found. In May 1951 he was 
hospitalized at a Veterans hospital and a culture 
of the sputum for acid fast bacilli was said to 
have been positive. This examination, however, 
was never confirmed by subsequent studies. 

Physical examination was essentially negative. 
Differential diagnosis resolved itself about cocci- 
dioidomycosis and pulmonary tuberuclosis and 
pulmonary resection was advised. 

Operation Aug. 22, 1951. On entrance into the 
thorax the right upper lobe was found to be 
about half its normal size. This was due to the 
marked reduction of the volume of the apical 
and posterior segments which were firm and air- 
less. Due to the dense fibrous adhesions extra- 
pleural dissection of the involved segments was 
required. Two firm rounded foci were palpable, 
one in the anterior segment of the upper lobe 
and one in the superior segment of the lower 
lobe. These were enuclated during the procedure. 
‘The nodule in the superior segment was found to 
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show evidence of central excavation but the 
nodule in the anterior segment of the upper lobe 
was solid and both contained amorphous case- 
ous-like material. The cavity in the apical and 
posterioor segments was inadvertently entered 
and showed granular pinkish-white walls. There 
was some collection of detritus covering the 
lining. The segments were removed in the usual 
manner and no major leaks followed the resec- 
tion and the enucleation of the foci. 

Histopathological diagnosis: coccidioidal gran- 
ulomata of the lung with cavitation. 

Postoperative course. Postoperatively there was 
slow bleeding into the chest, probably on the 
basis of prolonged prothrombin time, necessita- 
ting transfusions. The complication of hemo- 
thorax in the recent operated area was treated 
with Varidase(SK-SD). This was the only event- 
ful occurrance in his postoperative course and 
thereafter he had a satisfactory convalescence. 
He was discharged very promptly and was seen 
three months later at follow-up at which time 
continued improvement was evident. 

Comment: As noted in the preoperative as- 
sumption the differential diagnosis lay between 
tuberculosis and coccidioidomycosis. Apical and 
posterior segmental resection of the right upper 
lobe was entirely satisfactory in this situation 
and was applicable to either tuberculosis or coc- 
cidioidomycosis. In addition it is to be noted that 
foci in the remaining portion of the upper lobe 
and superior segment of the lower lobe were re- 
moved during the course of the procedure. The 
nodule that was excavated in the superior seg- 
ment may or may not have produced difficulty 
at a later date. By salvaging the anterior seg- 
ment of the right upper lobe which showed 
compensatory enlargement and by only enu- 
cleating the focus from the superior segment the 
maximal amount of pulmonary tissue was sal- 
vaged in this particular instance with the chosen 
procedure (Fig. 2). 

Patient R.D.—This eighteen year old white 
male was admitted to the hospital August 1, 
1951 (Figs. 3 and 4). 

His main complaint at that time was cough 
productive of musopurulent sputum of several 
months duration. In addition he had numerous 
psychosomatic disturbances and complaints re- 
lated to various systems. However all the lat- 
ter were ruled as having no organic basis and 
his pulmonary trouble was worked out com- 
pletely. He had had a cough for about two years 


























Vol. 10, No. 2 





Fig. 3 (Patient R. D.)—Roentgenographic appearance of the 
lungs depicting the relatively thin walled ring-like shadow in 
the lower third on the left. At this time the impression was 
that this was a coccidioidal cavity. 


but during the year prior to his admission he be- 
gan to raise mucopurulent sputum and occasion- 
ally this was greenish or grayish brown. He de- 
nied any frank hemoptysis. Work-up at the hos- 
pital showed a positive tuberculin skin test (first 
strength) and a positive skin test (1:100) for 
coccidioidomycosis. 

Physical examination was essentially negative 
except for the chest. A few rhonchi were heard 
on deep and forced respiration over the left low- 
er lobe posteriorly and in the axillary region. 
The sedimentation rate was 31 (Westergren 
method). Sputums were negative for acid fast 
bacilli on concentrate and by culture. An x-ray of 
the chest revealed a thin walled cavity in the left 
lower lung field with minimal adjacent mottled 
infiltrates (Fig. 3). This was considered to be a 
cavity due to coccidioidomycosis and from the 
history and observation it was thought to be 
infected. 

Operation Oct. 5, 1951. On opening the thorax 
a few filmy and fibrous avascular adhesions were 
found over the fissure about the midaxillary re- 
gion. Crossing the obliterated major fissure in its 
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Fig. 4 (Patient R. D.)—A picture of the x-ray of the | + 


days postoperatively showing early 
left lung following simple enucleation of the ‘coccidioidal cavity 
which was situated in both lobes. 


central portion there was a slightly indurated 
area measuring about four cm in diameter which 
by palpation indicated an underlying cavity. 
This lesion was found to lie about half in each 
lobe along the fissure region. During enucleation 
of the cavity, by blunt and sharp dissection, 
from the lobes it was inadvertently entered and 
a smal lamount of grayish-tan detritus escaped 
into the wound. Later the cavity was further 
opened and used as a guide in dissection as one 
would do in dissecting out a hernia. Very little 
air leakage and bleeding occurred along the 
plane of dissection. No attempt was made to 
close the defect in either lobe. Following remov- 
al of the cavity reinflation of the lung was 
prompt and only minor air leaks occurred. 

Histoathological diagnosiss coccidioidomyco- 
sis (confirmed by culture). 

Postoperative course. On the sixth postopera- 
tive day this patient developed spontaneous 
subcutaneous emphysema over the upper anter- 
ior chest and at fluoroscopy and by x-ray exam- 
ination a hydropneumothorax was discovered. 
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With the aid of SK-SD, aspiration, and a closed 
thoracotomy the lung was immediately re-ex- 
panded and thereafter the patient’s postopera- 
tive course was uneventful. He was discharged 
promptly from the hospital and continued his 
convalescence at the County Hospital for a short 
period. Subsequent postoperative x-rays revealed 
good expansion of the left lung although there 
was some fibrosis and peculiar ring-like pleural 
reaction about the operative site. Subsequently a 
bronchogram was done and this was shown to be 
of no significance. 

Comment: Enucleation of the cavity in this 
instance without sacrificing either surrounding 
segment of the upper and lower lobe permitted 
the conservation of large amounts of pulmonary 
tissue. Any other procedure would have had to 
sacrifice functioning pulmonary parenchyma 
( Fig. 4). 

Patient Mrs. W. F.—In 1946 this patient de- 
veloped a cough productive of foul tasting and 
malodorous sputum. The sputum varied in small 
amounts. Shortly before examination in August 
1951 hemoptysis occurred for the first time. Past 





Fig. 5 (Patient Mrs. W. F.)—X-ray of the thorax following a 
bout of hemoptysis Aug. 1951, revealing a large thin-walled cav- 
ity in the upper lobe. Progress films from 1944 on showed an 
increasing diameter of the cavity but no satellite infiltrations were 
ever visualized. 





sion and decortication of the left lower lobe. 
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history revealed that in 1944 an x-ray of the 
chest showed a cavity in the left upper lung 
field. This was treated as tuberculosis. Early in 
1946 she was hospitalized and a left pneumo- 
thorax was instituted. This was maintained for 
over one year and finally abandoned because it 
seemed to be unsuccessful in closing the cavity. 
From 1947 to 1951 the patient had no further 
treatment and was only x-rayed on occasions. 
The physical examination was essentially non- 
contributory (Figs. 5 and 6). 

Preoperative course. The lesion was thought 
not to be tuberculous but probably granuloma- 
tous in nature, possibly coccidioidomycosis. 
Sputums were negative for acid fast bacilli. A 
bronchogram was done and it showed a large 
cystic area in the left uper lobe with some cylin- 
drical bronchiectasis in the involved segments. 

Operation 8/23/51. On opening the thorax the 
apical posterior division was found to be con- 
tracted and firmly adherent to the chest wall 
necessitating partial extrapleural dissection. The 
apical-posterior segment was removed in the 
usual manner with conservation of the large re- 
maining portion of the left uper lobe consisting 





Fig. 6 (Patient Mrs. W. F.)—Postoperative x-ray of the chest 


following segme resection of the diseased apico-posterior divi- 
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of the anterior division and the lingular .x,- 
ment. When the lung was reinflated it adequax- 
ly filled the chest and there was only a small de- 
fect in the outline of the lung where the apical- 
posterior segment had been removed. The lower 
lobe was partially incarcrated in a thick fibrous 
peel which stripped away with relative ease and 
this permitted good reinflation of the lower lobe. 
This fibrous peel was thought to be due to the 
irritative processes concomitant with the pre- 
vious pneumothorax therapy. No additional foci 
were palpable in either lobe. 

Postoperative course. The patient had a fairly 
uneventful postoperative course. At follow-up 
examinations which were conducted at one, three 
and five months the patient showed good post- 
operative progress (Fig. 6). 

Comment: This patient undoubtedly devel- 
oped an infected cavity with some degree of 
bronchiectasis as seen by the bronchogram and 
also in the pathological specimen. She benefited 
further from the operative procedure since the 
decortication of the partially incarcerated lower 
lobe was performed which increased her pul- 
monary function, at least from a clinical stand- 


Fig. 7 (Patient F. McS.)—An immediate preoperative roentgeno- 
gram of the chest showing the large solitary rounded lesion in 
the upper half of the right lung. This nodule had increased 
about one-half in size in a period of about seven months. 





ARIZONA MEDICINE 59 


point. This case well illustrates the recalcitrant 
nature of this particular type of lesion to pneu- 
mothorax in an attempt to close the cavity by 
that mode of therapy. As long as the cavity was 
relatively asymptomatic the patient might have 
gotten along indefinitely following her usual 
mode of living, however with evidence of bleed- 
ing and bronchographic evidence of bronchiec- 
tasis operative intervention was indicated. Al- 
though the original disease occupied a segment 
of some size, by the time operation was done 
this area of involvement had shrunken to a rela- 
tively small division of the left upper lobe and 
on removal of the diseased area there was no 
sacrifice of functioning pulmonary tissue. 

Histopathological diagnosis: chronic granula- 
ma, tiology undertermined. (The pathologist 
however noted it could be a coccidioidal cavity 
but no spherules were found. ) 

Patient F. McS.—This thirty-seven year old 
white male considered himself well when an 
x-ray of his chest was made during an x-ray 
survey in March 1951. (Figs. 7 and 8). 

A rounded density was found in the right lung 
field on the x-ray. Although he was symptom 





Fig. 8 (Patient F. McS.)—Roentgenogram of the thorax made 
less than one month following the enucleation of the coccidioidal 
granuloma. 
evident. 


The good result from the convervative procedure is 
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free he saw his physician on learning of the x-ray 
findings. The cutaneous tests showed a strong 
coccidioidin reaction and a negative tuberculin. 
The complement fixation test for coccidioidomy- 
cosis was negative as was the precipitan test. 

The past history and physical examination 
were essentially noncontributory. The diagonsis 
resolved itself about coccidioma, tuberculoma 
and neoplasm, and explatory thoracotomy was 
advised. By the time operation was performed 
on October 8, 1951 the lesion had shown some 
increase in size. 

Bronchoscopy performed on the 25th of Aug- 
ust 1951 was essentially within normal limits. 
No further data was obtained from the secretions 
obtained at the procedure. 

Operation Oct. 8, 1951. On opening the thorax 
a fairly hard slightly irregularly rounded mass 
measuring about 3 cm in diameter was palpable 
in the posterior portion of the right lung crossing 
the major fissure which was incomplete. The ma- 
jor portion of the mass was found within the sub- 
stance of the upper lobe and a small portion of 
it was imbedded in the adjacent contiguous 
lower lobe. The mass was firmly adherent to the 
parietal pleura posteriorly and this area was lib- 
erated extrapleurally. The surrounding adjacent 
lung tissue was well aerated and showed no in- 
duration and no additional nodules were pal- 
pable in any of the lung substance. The mass, 
after enucleation, was opened in the operating 
room by the pathologist and it presented a case- 
ous center and a whorled laminated appearance 
of the surrounding layers about the softened 
central portion. The histopathological diagnosis 
was chronic granuloma. The culture showed 
fungi compatible with coccidioides. These were 
injected into a guinea pig and the diagnosis of 
coccidioidomycosis was confirmed. 

Postoperative course. This man had an entirely 
uneventful postoperative course and was dis- 
charged from the hospital within a period of 
about ten days. He was back at work within 
three weeks. Subsequent follow-up examinations 
have shown no findings to indicate any regret for 
this exploratory thoracotomy. (Fig. 8). 

Comment: In this particular situation the diag- 
nosis easily resolved itself about a possible gran- 
uloma of tuberculosis or coccidioidomycosis and 
neoplasm was seriously considered. The nonneo- 
plastic character of the lesion was determined at 
the operating table but further confirmation of 
the assumption that it was a coccidioma awaited 
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culture studies and guinea pig innoculation. At 
operation it was noted that there was an incom- 
plete fissure in the diseased area and unless en- 
ucleation had been carried out, considerably 
more lung tissue would have been sacrificed if 
a segmental type of resection in two lobes had 
been performed. However the lesion easily sur- 
rendered itself to enucleation from the surround- 
ing tissues. The maximum amount of functioning 
pulmonary tissue was thus preserved. 

Discussion: It is not to be inferred from this 
commentary that all cases of pulmonary granulo- 
ma can be managed in the conservative methods 
outlined. Not infrequently the disease process is 
so extensive or the complications resulting from 
the disease so severe that other procedures in- 
cluding lobectomy and pneumonectomy must be 
executed. The author’s experience has been fairly 
concentrated to two major categories of granu- 
loma, namely tuberculosis and coccidioidomy- 
cosis but judging by previous reports other 
granulomas presenting similar isolated nodular 
and cavitary forms can be managed in an iden- 
tical manner (3, 4, 12). 

Precedence to the use of the recommended 
technics is readily admitted, since all of the 
procedures have been applied previously in the 
treatment of coccidioidomycosis(4) and tuber- 
culosis(5, 6). Too much stress, however. can- 
not be put on the conservation of pulmonary tis- 
sue and removal of only the major foci of the 
disease processes. 

Cotton, quoted by Melick(4), has stated he 
has never seen coccidioidomycosis become re- 
activated following excisional surgery, as some- 
times is seen after pulmonary resection for tu- 
berculosis; his opinion apparently was obtained 
from a review of five hundred cases. By the same 
token the patient is not required to have thor- 
acoplasty when a limited resection of pulmonary 
tissue is performed. 

Although the details in the foregoing com- 
ments dwell around two major categories of 
granulomatous lesions, coccidioidomycosis and 
tuberculosis, recent evidence exists that histo- 
plasmosis likewise occasionally lends itself to 
surgical consideration(11). 

A word of caution should be instilled at this 
point regarding the possible simultaneous occur- 
rence of granuloma and carcinoma. The combin- 
ation of pulmonary tuberculosis and primary 
bronchial neoplasm has been observed on several 
occasions and recently a report has appeared on 
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the coexistance of bronchogenic carcinoma and 
cocidioidomycosis(13). Other primary pulmon- 
ary malignant neoplasms as well may occur con- 
comitantly with granulomatous lesions of the 
lungs(13). The shadows of dual lesions cast in 
chest x-rays may be interpreted only as one en- 
tity which would prove disastrous if conservative 
management is prolonged and thoracotomy not 
effected. 

In excisional surgery for tuberculosis, con- 
servatism has stood the test of time in that no 
more complications are seen and reactivations are 
no greater in number with limited removal of 
lesions than when major portions of lung tissue 
are removed, yet large areas of functioning pul- 
monary parenchyma are preserved(5, 6). 

There is little reason to doubt that similarly 
good results will prevail for other types of gran- 
ulomas treated in a like manner by the methods 
outlined. 

Summary 

1. Granulomas of the lung are fairly frequent 
lesions and are caused by a variety of agents. 

2. The differential diagnosis of a rounded sol- 
itary pulmonary lesion often lies among mycotic 
disease, tuberculosis and neoplasm. 

3. These lesions may be _ indistinguishable 
from a roentgenographic point of view. 
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4. Frequently pulmonary granulomas especial- 
ly tuberculosis and others of mycotic origin are 
suitably adapted to extirpation. 

5. Conservative pulmonary excisional surgery 
with the objective of removing the major focus of 
disease with minimum sacrifice of functioning 
pulmonary parenchyma is frequently sufficient 
in the surgical management of granulomas. 

6. An outline of the suggested methods of sur- 
gical management is given and illustrative cases 
are described. 
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“PHYSIOLOGIC CONSEQUENCES AS THE RESULT 
OF INTESTINAL OBSTRUCTION” 


Jorge Ribeiro, M.D., Pima County General Hospital 
Tucson Medical Center, St. Mary’s Hospital, Tucson, Arizona 


Intestinal Obstruction—Definition: four essen- 
tial symptoms characterize intestinal obstruction. 
(1) Detention or stoppage of the passage of the 
contents of the bowel. (2) Incessant nausea and 
vomiting which finally becomes fecaloid. (3) 
Sharp, colicy pain in the abdomen. (4) Dis- 
tention which becomes progressively marked. 

To these four cardinal symptoms we have to 
add to a variable degree according to the clin- 
ical form, the so-called general or systemic ef- 
fects, metabolic changes, nervous reflexes, in- 
fection, and intoxication, which give rise to de- 
hydration, electrolytic changes, cardiac collapse, 
abdominal shock, respiratory complications, per- 





itoneal septicaemia, all of which are progressive 
and take the obstructed person to death if a cor- 
rect treatment does not remove the obstacle to 
the fecal contents. 

It is noted that this physiopathological defi- 
nition does not correspond to a constant ana- 
tomic definition; that is, the cause may be vari- 
able and there are two great groups: (a) Func- 
tional obstruction, when it is due to an alteration 
of the intestinal motility; which can be either 
spastic or paralytic. (b) Mechanical obstruction, 
when an organic trouble stops the normal course 
of the intestinal contents. 

It is the second group which is most important 
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clinically. This also may be considered either 
an acute obstruction when the change is brought 
about suddenly, or chronic when the picture de- 
velops slowly over a long period. It may be par- 
tial when the occlusion does not block the cir- 
culation of all the intestinal contents, or com- 
plete, when this circulation is totally stopped. 
The level of obstruction must also be considered: 
high in the small intestine or low in the large 
bowel. The preservation of the blood supply 
must also be considered as strangulation will 
give rapid necrosis and destructioon of the tis- 
sues of the involved area. 

This variability in causes, location and signs 
has led to a tremendous volume of research and 
speculation regarding the cause of death from 
intestinal obstruction (Vaughn pointed in 1950 
that mortality from it still ranged 18 to 50 per 
cent). All these experimental studies have pro- 
duced great improvement in the treatment of 
man. (Nemir stated in Feb., 1952, that mortality 
reported from the larger clinics still is in a range 
of 10 to 20 per cent). 

When an obstruction occurs, various changes 
take place, locally in the bowel and systemically; 
these systemic or general effects are preceded 
and caused by the effects of the intestinal ob- 
struction on the bowel wall and its cure can 
never be accomplished until the bowel has been 
restored to a normal state. 

Local effects of obstructioon in the bowel—At 
the onset of obstruction locally there is an upset 
in the neuromuscular mechanism of the bowel 
to the obstructed point with increased peristal- 
sis. The failure to remove the cause of obstruc- 
tion results in an increase in the frequency and 
intensity of the peristaltic waves, this causes the 
characteristic cramping colicy pain. Continued 
obstruction results in a progressive distention of 
the loops above the obstruction. Many of the 
disturbances in the bowel functioon are pro- 
duced by the intestinal distention and (Gatch) 
the distention of the intestine is a defensive ac- 
tion of the bowel to protect its blood flow be- 
cause this blood flow through the intestinal wall 
depends on both the intraintestinal pressure and 
the diastolic pressure in the blood vessels, so, 
when the intraintestinal pressure equals or is 
greater than the diastolic pressure, the intestinal 
flow ceases. Vomiting thus occurs first reflexly 
and then in a progressive fecal character due to 
a disturbance of the normal gradient with re- 
versed peristalsis. Progressive intestinal disten- 
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tion will stop normal peristalsis in all the rest of 
the intestine. 

Just as distention first slows and then stops 
the intestinal flow, so absorptioon by way of the 
mesenteric veins will first be decreased and then 
stopped. Then solutes of low molecular weight 
pass readily through the bloodless bowel into the 
peritoneal cavity. 

Many experiments have been done to try to 
prove that there is some absorption from the ob- 
structed bowel by way of its lympathics, but it 
has been concluded (Mclver, White, Gatch, 
Sperling, Wilkie) that there is either none or 
very poor absorption by way of the blood or 
lympth vessels. 

Distention affects absorption: (1) by dimin- 
ishing the volume flow through the intestinal 
wall; (2) by altering the physical forces involved 
in absorption; (3) by damage of the intestinal 
wall which affects both the vital activity of the 
mucosa and the physical forces which promote 
absorption. 

Statements of various writers about the effect 
of distentioon on secretion are contradictory, 
but there is an accumulation of normal secre- 
tions and a varying admixture of transudates and 
exudates (depending on the presence or ab- 
sence of strangulation), and it is to be remem- 
bered that in the upper segments of the bowel 
there is a more rapid accumulation of secretions. 

Bacterial multiplication take place in the ob- 
structed loops so that the small intestine which 
normally shows few bacteria becomes quickly 
loaded with microorganisms, (the presence of 
Cl. Welchii has been consistently demonstrated 
in loops in experimental obstruction ). 

Effects of the obstruction on the mesenteric 
vesselss Gangrene of the bowel can be caused 
by distention alone (decrease flow, venous stas- 
is, circulatory stasis that brings anoxemia of 
the bowel wall, hemmorrhage, impairment of 
viability, gangrene and finally increase perme- 
ability and peritonitis), but gangrene is usually 
due to obstruction of the mesenteric vessels. 
These may be occluded by thrombor emboli, or 
they may be compressed by twisting or incar- 
ceration of a loop of bowel beneath an adhesion 
or by the ring of a hernia. Arterial obstruction is 
much less dangerous to the bowel than venous 
obstruction. (Incarceration usually obstructs the 
mesenteric veins but not the arteries, this rup- 
tures the capillaries of the bowel because it 
subjects them to the full force of the systolic pres- 




















Vol. 10, No. 2 


sure, gangrene and putrefaction follows). Dis- 
tention will protect the capillaries of the bowel 
against rupture, this explains why bowel incar- 
cerated in a hernia is usually tightly distended 
(and also explains why it is so seldom gan- 
grenous ) (Gatch). 

The gases found in obstructed bowel are: ni- 
trogen 70 per cent, carbon dioxide 6 to 12 per 
cent, oxygen 10 to 12 per cent, hydrogen sulfide 
1 to 14 per cent and small amounts of methane 
and hydrogen( Morton, Schilling). The source of 
these gases is principally swallowed air which 
contributes 68 per cent, the remaining 32 per 
cent arises principally from diffussion into the 
obstructed loop from the blood stream and from 
putrefaction. 


Intestinal Pathology. The intestine is found 
with marked distention above the obstruction 
and collapsed loops below. The distended loops 
may reach three to four times normal size. The 
walls become uniformly dusky red and there is 
evidence of dilatation of the capillaries and small 
blood vessels. There is usually edema of the wall 
of the bowel. The splanchnic engorgement in the 
area of obsrtuction is perhaps the most striking 
pathological lesion. When the distention has 
been considerable it is not at all unusual to find 
areas of focal necrosis in the mucosa specially in 
the antimesenteric border, where the blood sup- 
ply can be most effectively shut off. 


Sometimes this necrotic areas involve the en- 
tire wall of the bowel and only the serosa pre- 
vents perforation. The mucosa is deeply injected 
and always contains hemorrhagic patches, there 
may be acute and chronic inflamatory cell infil- 
tration. The contents of the obstructed loops are 
usually foul smelling, reddish brown fluid with 
a peculiar cadaveric odor, quite characteristic 
when once perceived, combining the odors of 
decomposing tissues and blood. Peritonitis may 
be present and should be considered a compli- 
cating rather than a primary factor. Calihan et al 
reported an incidence of peritonitis of 55 per 
cent in fatal cases of intestinal obstruction. 
There are no changes of consequences noted in 
the heart, lungs or central nervous system; the 
liver and kidneys may at times show a little 
cloudy swelling but histological changes are in 
no way characteristic. 

Systemic effects of small bowel obstruction. 


These are different and vary with the level of ob- 
struction, the presence or absence of strangula- 
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tion and the length of time that obstruction may 
have been present. 


Effects of simple high obstruction. Productive 
and persistent vomiting, weakness, muscular 
tremors, oliguria, tachycardia and finally coma 
are the main symptoms; dehydration and alka- 
losis the striking findings. Prevention of ab- 
sorption of the gastrointestinal secretions (from 
5 to 7 liters of saliva, gastric juice, pancreatic 
juice, bile and intestinal secretion) by vomiting, 
robs the plasma of an inmense quantity of water 
that is accompanied by a great loss of electro- 
lytes. The evidence seems conclusive that death 
from untreated high obstruction is due to acute 
loss of water and electrolytes; this is suported: 
(1) by the magnitude and serious consequences 
of this loss; (2) by the fact that animals with high 
intestinal fistulas through which secretions of the 
upper gastrointestinal tract are drained to the 
exterior show the same symptoms, have the same 
blood chemistry findings and die in the same 
length of time as animals with high intestinal 
obstruction; (3) by the experimentally demon- 
strated fact that when secretions lost by vomiting 
due to high obstruction are returned to the bowel 
through an enterostomy below the site of ob- 
struction, life and good health are maintained. 


Hartwell and Hoguet were the first in recog- 
nizing the importance of replacement of salt in 
intestinal obstruction, Haden and Orr in a long 
series of investigations established the facts of 
a constant reduction in chlorides in all simple 
obstructions. Gamble and McIver outlined the 
importance of sodium in the maintenance of the 
acid-base balance; after Darrows works about 
potassium changes in children with diarrhea and 
vomiting, the role of potassium in body fluid 
pathology has added greatly to the understand- 
ings of electrolyte changes. 


Effects in simple low obstruction. Dehydra- 
tion, electrolyte loss, blood volume reduction 
with hypoproteinemia, shock and circulatory col- 
lapse and death are progressive steps in simple 
low obstruction; this is explained by Gatch and 
Battersby: (a) that intraperitoneal loss of blood 
protein is considerable when the bowel is in- 
flated; (b) that blood concentration occurs even 
when the bowel is inflated with pressure too low 
to damage it or to cause any noteworthy loss of 
fluid into the peritoneal cavity; (c) that experi- 
ments shows that distention of the stomach 
causes more rapid development of blood concen- 
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tration and earlier death than inflation of the 
bowel. 

The same authors believe that blood concen- 
tration is due to interference with respiration, 
by damage of capillarly endothelium of the whole 
body (because of asphyxia caused by bowel dis- 
tention) with escape of blood proteins into the 
intercellular spaces. Alkalosis and electrolyte 
loss has a great deal to do with blood concentra- 
tion and blood protein loss. 

Effects in colonic obstruction. Symptoms and 
signs are less prominent, even with great colonic 
distention; in these cases, obstipation, distention 
and abdominal pain are marked, and the other 
signs such as vomiting with dehydration and 
blood concentration occur late. This explains 
clearly why colonic obstruction is better tolerat- 
ed by these patients, and it is generally believed 
that toxemia has a more important role in this 
process. When the iliocecal valve is incompetent 
the obstruction is essentially the same as a low 
ileal obstruction. 

Effects in strangulation obstruction. When 
strangulation is present in either high or low 
obstruction the problem is much more acute; 
reduced blood volume and circulatory collapse 
are early prominent features, and, as always, 
there is simple obstruction proximal to a gan- 
grenous segment of bowel. The signs of simple 
obstruction will be added, with dehydration and 
alteration of the acid-base balance. 

The effects of gangrene of the bowel depends 
upon what part of the bowel and what length 
of the bowel are involved and also upon the 
cause of gangrene. 

Loss of blood to the circulation in cases of 
mesenteric thrombosis is sufficient in itself to 
account for death. In cases in which short seg- 
ments of bowel are incarcerated that loss of 
blood will be inconsequential and the chief ef- 
fects will be due to obstruction and infection of 
the gangrenous loop. Observers are amazed at 
the different reaction of patients to infection and 
the power of peritoneum to wall off and prevent 
spread of infection. (Recent publications have 
established the finding of an abnormal pigment, 
a hemin derivative not previously reported in 
vivo, first in the gut lumen about 12 hours after 
strangulation, then in the peritoneal cavity and 
finally in the blood stream(Nemir, Hawthorne, 
Cohn). Notwithstanding all these facts there is 
no doubt that infection has much to do with the 
local and systemic effects of strangulation of 
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the bowel is the chief cause of death from the 
lesions. 

Classic theories about death in intestinal ob- 
struction. For a long time three theories have 
been presented to explain the cause of death in 
intestinal obstruction. The nervous reflex theory 
attributed the collapse and lethal effects of in- 
testinal obstruction to an irritation of the nerve 
filaments of the intestinal wall (comparable to 
the collapse caused by trauma to the abdomen). 
Repeated experiments have proved that denerva- 
tion has but little efect on survival time(Fine, 
Rosenfeld( Gendel). 

The theory of the bacterial infection of the 
organism by passage onward of bacteria from the 
intestinal lumen into the blood stream and peri- 
toneum and the theory of autointoxication were 
proven false with the studies in dehydration 
which prove that obstructed animals can be 
maintained a long time by the administration of 
salts and water. 

Circulating blood of animals dying of intestin- 
al obstruction is nontoxic to normal animals; 
strangulated loops contents may be introduced 
into the normal intestine without effect; Wange- 
steen and Chum claim that normal secretions 
are as toxic as the fluid above the points of ob- 
struction. The theory of mucosal origin of the 
toxin is controverted by the lack of toxicity of 
mucosal preparations when bacteria are elimin- 
ated. As no absorption can be demonstrated from 
the obstructed loops, bacterial infection cannot 
be accepted, besides no bacteria have been 
found in the circulating system. All observers are 
agreed that the higher the obstruction the more 
fatal is the outcome. At present in light of more 
recent studies most of the lethal changes can 
be explained on the basis of mechanical factors 
and metabolic disturbances leading to a reduc- 
tion of body fluids and circulating blood volume 

Summary 

The local and systemic effects in the body ot 
the different types of intestinal obstruction have 
been summarized. 

There is not one theory to explain the cause of 
death by intestinal obstruction; nervous reflexes, 
intoxication and infection all have to be consid- 
ered in variable degrees depending on the type 
of obstruction. 

Simple obstruction at any level in the absence 
of dehydration and distention is not a lethal 
process. 

When distention occurs rapidly, strangulatior. 
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results, and the fatal chain of events can be ex- 
plained largely on the basis of infection and local 
plasma and blood loss with electrolytic disturb- 
ances. 

When distention occurs more slowly without 
evidence of strangulation, dehydration and starv- 


ation alone may account for death. 
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PHOENIX CLINICAL CLUB 
CASE DISCUSSION 





The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











A fifty-five-year-old woman entered the hospi- 
tal because of hematuria. 

Ten days before admission the patient first 
noted hematuria associated with frequency and 
pain in the left flank. Three days later she en- 
tered another hospital, where x-ray films of the 
abdomen were said to reveal no “stones”. Fol- 
lowing a bladder irrigation the bleeding ceased 
for about one week and she was discharged from 
the hospital. The day following discharge 
bright-red blood and some clots were passed, 
accompanied by pain in the left side. 

There was no history of recent weight loss. 





Thirteen years previously a hysterectomy had 
been performed for the removal of a “benign 
tumor”. 

On physical examination there was a ques- 
tionable fullness in the region of the left kidney. 
The remainder of the examination was negative. 

The temperature was 99.6°F., the pulse and 
respirations were normal and the blood pres- 
sure was 135 systolic, 80 diastolic. 

Examination of the blood disclosed a hemo- 
globin of 10.5 gm., a red-cell count of 3,280,000 
and a white-cell count of 11,900. The urine was 
cloudy red in color, had a specific gravity of 
1.020 and gave a four plus test for albumin; the 
sediment was loaded with red cells. The serum 
nonprotein nitrogen was 29 mg. per 100 cc.; the 
Hinton test was negative. 

An intravenous pyelogram on the day follow- 
ing admission demonstrated kidneys of normal 
size and shape. A normal kidney pelvis and 
ureter were visible on the right. During a 45- 
minute period no excretion took place on the left. 
The urinary bladder contained a large filling de- 
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fect. (Cystoscopy was negative). A left retro- 
grade pyelogram showed the lower calyx pressed 
on and displaced upward by an approximately 
round mass. On the periphery of the mass there 
were small areas of calcification. The upper ure- 
ter was displaced medially by the mass. 

Urine taken on the third hospital day by 
catheter from the left ureter was loaded with red 
cells and gave no growth on culture. 

On the fourth day the patient was given a 
transfusion and an operation was performed. 


PALMER DYSART, M.D. 

In the presence of an obvious space-consum- 
lesion of the left kidney, palindromic unilateral 
renal purpura does not have to be considered as 
an explanation of the hematuria which was the 
major symptom and finding in this case. Like- 
wise, renal pelvic and ureteral causes can be 
eliminated. Aparently, also, extra-renal causes 
do not require consideration for it is stated that 
intravenous pyelogram demonstrated kidneys of 
normal size and shape without any described 
distortion from extrinsic pressure. It is stated, 
perhaps paradoxically considering the normal 
description of the size and shape of the kidneys, 
that the upper ureter was displaced medially by 
the mass in the lower pole of the left kidney. To 
freely grant the veracity of both statements re- 
garding the interpretation of the pyelographic 
findings would intimate that the mass displacing 
the ureter does not have the same radiolucency 
of renal tissue, and may not be a solid tumor. 
Other than this there is no statement nor infer- 
ence regarding the radiographic density of the 
mass, although there must be some evident dif- 
ference between it and the renal density to per- 
mit its description as an approximately round 
mass, although the small areas of calcification 
described on its periphery may be the means by 
which it was outlined. The size of this mass is 
not stated. 

As for the aparently conflicting statements 
about a large filling defect in the urinary blad- 
der while cystoscopy was negative, time could 
be spent on that, but discussion of space-con- 
suming lesions of the kidney may be more profit- 
able, at least from a didactic standpoint. 

The anemia could be the result of 
causes, but for lack of more information, only 
two conditions can be considered; hemorrhage 
from the left kidney and the debilitating effects 
of malignancy. There is not much information 
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given which will assist in differentiating between 
these two. There is no mention of this patient’s 
general condition, her weight, or any inference 
of progressive changes. 

So much for the stated facts. Now, one de- 
ducible fact stands out; that is that calcification 
spells chronicity. Chronicity mitigates against 
primary malignancy, but does not rule it out, nor 
is secondary malignant degeneration eliminated 
by it. Calcification is found occasionally in mal- 
ignant lesions. 

Calcification in the wall of a simple serous 
cyst of the kidney is seldom seen, but it is found 
frequently in echinococcus cysts. Echinococcus 
disease is rare in the United States. The kidney 
is involved in about 2.5 per cent of instances. 
Such a cyst of the kidney is most often mistaken 
for renal malignancy or simple cyst. In about 
20 per cent of these cysts the wall becomes cal- 
cified and degeneration of the contents results. 

There is another type of cyst whose wall usual- 
ly becomes calcified, and although it is not ac- 
tually a true renal cyst, it is classed with them. 
This is the perirenal cyst, a rare clinical entity 
which is intimately associated with the fibrous 
renal capsule and is distinguished from pararen- 
al cysts which are external to the fibrous renal 
capsule. Neither are directly associated with ren- 
al substance. It is difficult to explain the origin 
of a cyst so intimately associated with the renal 
capsule on a developmental basis although em- 
bryonic rests from Wolffian or Mullerian ducts 
is a possibility. Trauma with hematoma of the 
renal capsule and subsequent cyst formation is 
suspected but in the few cases reported in the 
literature definite evidence of previous trauma 
is absent. 

Before discussing the common types of renal 
tumors that must be considered in the diagnosis 
of the space-consuming lesion presented, there 
is an unrelated group of lesions which is rare, 
but without the final evidence of pathologic tis- 
sue examination cannot be ruled out. This group 
consists of progonoma, teratoma, choristoma and 
hamartoma. The common factor which places 
them in a group is the abnormal embryonic de- 
velopmental growth control of tissue, and such 
tumors may, like normal adult tissue, develop 
true malignant features. 

Progonoma is the appearance and persistence 
of tissue resulting from fetal atavism to a stage 
which does not occur in the life history of the 
species, but which disappeared during the evol- 
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utionary phase of development from its ances- 
tral forms. 

The term teratoma has a restricted application 
to a group of tumors composed of recognizable 
tissues and complex organs with a lack of orderly 
arrangement, derived from more than one em- 
bryonic germinal layer. 

Choristoma is a neoplasm of abnormally placed 
normal tissue developing from a displaced em- 
bryonic anlage. 

Hamartoma is a tumor due to overdevelop- 
ment of some tisue element which belongs nor- 
mally at the site where it is found, or to an ab- 
normal relationship of a normally situated tis- 
sue element. Although these lesions are com- 
posed of mixed elements, they are not true tera- 
tomas, and are essentially benign. In the urinary 
tract, hamartoma has been found mainly in the 
kidney cortex. It may occur clinically as an iso- 
lated entity or as a part of the syndrome known 
as tuberous sclerosis complex, where the lesions 
represent a widespread developmental anomaly, 
often hereditary, in which the primary abnorm- 
ality lies in the faulty differentiation of tissue 
rather than of body units, although the latter 
may be included. The lesions represent a dys- 
plastic rather than a neoplastic development, and 
can occur in any tissue of the body. Renal tu- 
mors occur in 80 per cent of the cases, and are 
rarely diagnosed during life, probably because 
they are quite benign and asymptomatic ex- 
cept for infrequent hematuria, and because pa- 
tients with tuberous sclerosis complex usually 
die early in life. The clinical diagnosis of this 
complex is possible if two or more of the fol- 
lowing features can be demonstrated: mental 
retardation, epilepsy, adenoma sebaceum, pha- 
coma of the retina, multiple mixed tumors (ha- 
martomas) of the kidney, and a familial history 
of the disease. 

A review of the literature dealing with renal 
tumors by Moore reveals that approximately 95 
per cent are malignant and that the majority of 
these are carcinomas or adenocarcinomas of 
cortical origin of the type formerly designated 
hypernephromas. Renal tumors fall into two 
rather distinct age groups; those of infancy and 
childhood, the majority of which are of meso- 
blastic origin; and those occurring after middle 
age, relatively few of which are of this type. In 
1948 Culp and Hartman reviewed the literature 
concerning tumors of mesoblastic origin in the 
adult, and advocated a simplified classification. 
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Embryonal nephroma arising from the pelvis is 
termed a mesonephric nephroma, and originating 
in the cortex is a mesoblastic nephroma which 
may be carcinoma, sarcoma, mixed cell or un- 
differentiated. Such tumors are rapidly growing 
and are accompanied by a lower incidence of 
gross hematuria. 

Foot, Humphreys and Whitmore in a review 
of 295 cases of renal tumor in which there was 
pathologic confirmation classified these tumors 
upon a basis of their tissue origin and found 24 
benign and 271 malignant tumors. Of the malig- 
nant tumors 210 were carcinomas derived from 
renal tissue, 47 were from embryonal rests, nine 
were derived from supportive tissue, and five 
were from extrinsic sources by invasion or metas- 
tasis. 

They concluded that histologic factors which 
are of prognostic value following nephrectomy 
are that those renal cell tumors with clear regular 
cells having isomteric nuclei, arranged in cords 
and strands with thick dense septa offered the 
best prognosis; while those with irregular gran- 
ular cells having anisometric muclei arranged 
in tubules and papillae with irregular thin septa 
offered the poorest prognosis. Hemorrhage and 
cystic degeneration were considered favorable 
factors of secondary importance. 

Size of a malignant tumor is also of prognostic 
importance, for they are usually surrounded by 
a definite fibrous capsule during their early 
growth. Penetration of this capsule is a late phen- 
omenon. With respect to the relationship of size 
of a tumor to metastasis, Bell in a study of 153 
malignant renal tumors found that of those un- 
der 5 cm. in diamenter, only 7 per cent had met- 
astasized, whereas 83 per cent of those over 5 
cm. in diameter had metastasized. 

Cysts of the kidney may be of any size, either 
single, multiple, or multiloculated. They may 
develop at any point within the renal paren- 
chyma. They rarely produce the severe consti- 
tutional symptoms of cortical tumor, such as 
weight loss, emaciation, anemia, fever and the 
other findings of malignant neoplasms. They 
may mimic gastrointestinal diseases or produce 
local or referred pain purely by the pull of their 
weight. Hematuria is not uncommon. Most renal 
cysts of this type are asymptomatic and have 
been discovered inadvertently during the course 
of x-ray or general physical examination. 

The most important diagnostic feature is the 
appearance of the x-rays in which the cysts often 
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have a distinctly different appearance than solid 
tumors. The mere fact that a large, circular mass 
is found attached to the upper or lower pole of 
the kidney without evidence of metastasis or 
constitutional symptoms alone suggests cystic 
disease instead of cortical renal tumor. Renal 
cysts are more likely to produce a circular shad- 
ow with an even contour in the x-ray film and 
as a rule do not result in much change in the 
outline of the kidney. The extent of the deform- 
ity in the caleyces and pelvis depends on the 
position and size of the cyst. The calyceal and 
pelvic defect is usually crescentic and even in 
outline rather than irregular as when an infil- 
tration process is present. Cysts tend to grow 
away rather than into the kidney substance so 
that the involvement of the cortex is often mini- 
mal unless the cyst happens to be located in the 
center of the kidney. In tumor the density is 
likely to be greater than that of cyst, and in 
the latter the outline of the psoas muscle may 
not be obliterated. 

Infection may constitute or simulate a space- 
consuming lesion of the renal parenchyma. An 
abcess or carbuncle of the kidney may be located 
anywhere in the kidney substance. Cicatrization 
incident to chronic pyelonephritis may produce 
a deformity that resembles a space-consuming 
lesion. 

Malformations of the renal pelvis frequently 
simulate a space-consuming lesion of the paren- 
chyma. An appearance of spreading apart of the 
calyces may be produced by bifid kidney, and 
less commonly as the result of malrotation which 
usually yields the picture of diffuse deformity. 
Malformation of one calyx may give the pyelo- 
graphic picture of compression or elongation. 
This appearance may also be produced by peri- 
pelvic fat accumulation. 

Following injury, the presence of blood or the 
development of scars may produce a deformity 
suggestive of a mass within the kidney. 

Clinically, it is often impossible to diffenen- 
tiate between these malignant and benign le- 
sions. Various symptoms and signs may be help- 
ful, yet none are pathognomonic. The history 
may suggest a traumatic lesion. a febrile course 
may indicate a carbuncle or abscess, but the 
differentiation between early tumor, cyst or 
anomalous formation of the renal pelvis may 
present tremendous diagnostic difficulty. While 
bleeding from the kidney is more suggestive of 
renal tumor, it also occurs in approximately ten 
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per cent of serous cysts. Although a perfectly 
round pyelographic filling defect may suggest a 
cyst, the identical findings may be produced by 
early neoplasm. An elongated cephalic calyx 
may suggest renal neoplasm as well as anoma- 
lous formation of the pelvis. While malignant 
renal tumor may be suspected because of gross 
hematuria or microscopic blood in the urine 
when suspicious defects are seen in pyelograms, 
but if the Papanicolaou smear is negative for 
malignant cells, only by actual tissue examination 
either by biopsy or following nephrectomy can 
a certain diagnosis be made. 

Although conservatism is a prime considera- 
tion in renal surgery, many kidneys have been 
sacrificed needlessly because of suspected neo- 
plasm. When exposure of the kidney reveals an 
obviously benign lesion, such as a cyst, removal 
of the cyst is the accepted procedure. However, 
in cases in which the findings suggest the pos- 
sibility of tumor, if a benign lesion is not evi- 
dent upon external inspection, nephrectomy has 
been considered mandatory. A possible alter- 
native, incision into the kidney for diagnostic 
purposes, has been condemned, since it is al- 
leged that there is danger of disseminating tu- 
mor cells if a malignancy is present, and a small 
tumor may escape detection. 

The hazard of disseminating tumor cells may 
be greater in a vascular organ such as the kid- 
ney. It is recognized that most renal tumors are 
highly malignant. Malignant cells have been 
shown to be less cohesive than normal cells, and 
metastasis is enhanced by manipulation. 

I have found two references in the urological 
literature of the past year regarding methods of 
biopsy of the kidney that contradict the cus- 
tomary attitude toward such a procedure. One 
is applied to suspected cysts, and the other is a 
method of safely exploring the kidney in the 
presence of possible malignancy. 

Ainsworth and Vest at the University of Vir- 
ginia Hospital advise the aspiration of a sus- 
pected cyst with a spinal needle and injection of 
excretory contrast medium. As a_ precaution 
against the remote possibility of concomitant 
malignant tumor Papanicolaou smears are made. 
If a hemorrhagic cyst is encountered the possibil- 
ity of malignancy is 25 to 35 per cent. It has been 
generally accepted that surgical exploration for 
all space-occupying lesions of the kidney is an 
immediate necessity, but it is the belief of these 
authors that exploration is neither desirable nor 














Dramamine 
in Verti go 


The remarkable relief afforded by Dramamine 


in motion sickness has led to studies of its pos- 


sible value in allied conditions. 

Dramamine apparently depresses hyperstim- 
ulation of the vestibular apparatus. Thus it is 
an effective means of relieving the nausea and 
vertigo which characterize dysfunctions of the 


middle ear. 
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necessary in most instances of so-called solitary 
cysts of the kidney when the diagonsis can be 
confirmed. When symptoms of pain, discomfort, 
excessive hematuria or evidence of progressive 
cortical damage are present, then excision is in 
order. Operations for the removal of cysts from 
the kidney are not always simple and the neces- 
sary suturing to control bleeding may inacti- 
vate more cortex than would the presence of the 
cyst had it been allowed to remain. Two con- 
troversial questions will arise with respect to 
this procedure. One concerns the inadvisability 
of inserting a needle into a possibly malignant 
tumor, but the authors believe the prediction of 
a cyst can be made with considerable accuracy. 
The second point that of the possibility of over- 
looking a coexistent malignant tumor is impor- 
tant. There are few references in the literature 
concerning the association of malignant cortical 
tumors and cysts of the kidney. The renal cysto- 
gram advocated would show irregularity of the 
cyst wall in the presence of papillary tumor as in 
papillary cystadenoma. Also, there have been 
few chance associations between separate cysts 
and solid tumors. 

Weyrouch, Wanless, Goebel and Scott of Stan- 
ford University Medical School, University of 
California Medical School and the Veteran’s 
Hospital in San Francisco have studied the dan- 
gers attending biopsy of the kidney in the pres- 
ence of a malignant tumor, and developed a 
method of procedure. It was found by them that 
the safety period for occlusion of the vascular 
pedicle is more than adequate to permit the most 
painstaking biopsy, including time for frozen 
section if necessary. By the use of radioactive 
tracer substances they have shown with tourni- 
quet occlusion of the renal pedicle and clamping 
of the ureter there is little possibility of dissem- 
ination of tumor cells during biopsy procedure. 

The successful use of renal biopsy depends 
upon the careful selection of cases. It is indi- 
cated only in those patients with pyelographic 
findings suggestive of a small, localized, space- 
consuming lesion of the parenchyma. Biopsy is 
not indicated when the diagnosis of malignant 
tumor has been established, as by Papanicolaou 
technic, when a kidney is functionless, in large 
neoplasms which are obvious on external in- 
spection, nor for obscure, unexplained bleeding 
from one kidney when the pyelogram yields no 
clue to the nature or location of the lesion. 

In the case at hand I do not believe that an 
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accurate pathologic diagnosis can be made from 
the information given except on a basis of prob- 
ability. It is even possible that a dormant metas- 
tasis to the left kidney occurred from the “benign 
tumor” for which a hysterectomy was performed 
thirteen years before. I suspect the presence of 
a solitary renal cyst, but for reasons covered in 
the discussion, and from 21 years experience in 
the discussions of the Phoenix Clinical Club, I 
doubt the wisdom of making such a simple diag- 
nosis. And besides, such a diagnosis would prob- 
ably not account for the areas of calcification 
found by x-ray. Therefore, I will make a diag- 
nosis of space-consuming lesion of the lower 
pole of the left kidney, probably a cortical car- 
cinoma. 

Discussion at Massachusetts General Hospital 

Dr. Walter S. Kerr, Jr. A fifty-five year old 
woman, ten days before entering the hospital, 
noted hematuria associated with pain in the left 
flank and with frequency. The bleeding persisted 
for approximately three days, stopped for about 
one week and then recurred. Again, it was ac- 
companied by pain in the left side. The patient 
had noted no weight loss or previous symptoms 
referable to the urinary system. 

One examiner noted a questionable fullness in 
the left flank. Otherwise the physical examina- 
tion was negative. Cystoscopy was negative and 
a retrograde pyelogram showed a “large mass in 
the region of the lower pole of the left. kidney.” 
Laboratory studies revealed the expected anemia 
and a urine loaded with blood. 

Thus, I am faced with the problem of deciding 
the nature of a large mass in the lower pole of 
the left kidney of a fifty-five-year-old woman 
who has had severe hematuria accompanied by 
left-flank pain on two occasions in the past ten 
days. 

Dr. McCort, would you kindly discuss the 
x-ray findings? 

Dr. James J. McCort. The intravenous pyelo- 
gram is not available. We have one film taken 
during the retrograde pyelography. The cathe- 
ter is seen in the left ureter. After the retro- 
grade injection of dye, a large soft-tissue mass 
in the lower pole of the left kidney is visualized. 
There is a suggestion of a slight flecky calci- 
ficatior: in the periphery of this soft-tissue mass. 
The inferior calyx is not visualized. Flattening 
and upward displacement of the middle calyx 
and pelvis with some intraluminal protrusion of 
the mass into the left kidney is apparent. Wheth- 
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er this represents blood clot or tumor extension 
cannot be determined. There is also displace- 
ment of the upper third of the left ureter toward 
the midline. The psoas muscles are symmetrical. 
The visualized bones show no abnormality. 

Dr. Kerr. The x-ray appearance of the lower 
pole of the left kidney in this case could be 
caused by a number of tumors, most of them un- 
likely. Solid retroperitoneal tumors such as lip- 
omas, fibrosarcomas and their variations have on 
occasion caused the calyceal and pelvic pattern 
noted and have appeared to be part of the kid- 
ney. Usually, however, retroperitoneal tumors, 
if they affect the kidney at all, only cause dis- 
placement, without changes in the calyceal pat- 
tern. 

Rare tumors arising in the kidney, such as 
solid benign tumors, teratoid tumors and hamar- 
tomas, are to be thought of only from the point 
of view of completeness. Carcinoma of the kid- 
ney pelvis will have to be mentioned in passing; 
these tumors usually cause hematuria before 
they become as large as this mass. Carcinomas 
of the kidney pelvis are more likely to give a 
positive Papanicolaou strain than renal-cell car- 
cinomas, which originate in the cortex of the 
kidney. A perinephritiv abscess is a remote con- 
sideration in view of the white-cell count and 
the history. 

A solitary cyst and a renal-cell carcinoma 
(hypernephroma ) are the most likely bets in this 
particular case. They are the most common kid- 
ney masses in adults. The x-ray appearance of 
this mass could be caused by either a cyst or a 
hypernephroma. As Dr. McCort has pointed out, 
there is calcification in the periphery of the mass. 
In my experience calcification is more common 
in renal-cell carcinomas than in cysts. Arterio- 
grams are said to be helpful in differentiating 
these two lesions. However, the evidence they 
produce is not sufficint for me to decide to not 
operate—especially when tumors may occasion- 
ally occur within cysts. Medial displacement of 
the upper portion of the preter is the last of the 
x-ray findings to be discussed. Such displace- 
ment is not caused as often by cysts as by tu- 
mors or large metastatic nodes. 

Renal-cell carcinomas not infrequently metas- 
tasize or reach palpable size without causing 
hematuria, because they arise in the cortex of 
the kidney. However, they do bleed more fre- 
quently than cysts. The amount of hematuria in 
this case was sufficient to cause clots and a red- 
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cell count of 3,280,000. I have not seen a cyst 
bleed to this extent. The left-flank pain accom- 
panying the hematuria could be caused by 
bleeding into the mass, bleeding into the pel- 
vis of the kidney or bleeding from the mass into 
the surrounding tissue. I imagine it was due to 
bleeding into the mass, for the pain apparently 
did not persist throughout the period of hema- 
turia, as it might have done if caused by clots 
passing down the ureter. Palpation of cysts and 
hypernephromas is often possible. Occasionally 
a cyst will be decidedly soft and compressible, or 
a tumor will be nodular. Usually, however, pal- 
pation does not aid in deciding between them. 

Before ending this discussion, I should like 
to emphasize that in spite of the information one 
gains from cystoscopic examination, Papanico- 
laou stain, pyelograms, perirenal air insuffla- 
tions, arteriograms and other studies, the nature 
of many masses of the kidney can be determined 
only by visualizing the lesion. Unless there are 
adequate reasons for not operating there is 
only one course to follow—and that is to explore 
the kidney. 


CLINICAL DIAGNOSIS 
Tumor of kidney. 


DR. KERR’S DIAGNOSIS 


Renal-cell carcinoma. 


ANATOMICAL DIAGNOSIS 
Hematoma of peripelvic fat with pressure ne- 
crosis of surrounding fat and kidney. 


PATHOLOGICAL DISCUSSION 

Dr. Robert E. Scully: At operation the surgeon 
encountered a mass deeply occupying the lower 
hilus and inferior pole of the left kidney. In the 
belief that this was neoplastic, a nephrectomy 
was performed. On sectioning, the operative 
specimen proved to be only clotted blood sur- 
rounded by an irregular rim of soft, yellow ne- 
crotic tissue. The entire lesion measured 7 cm. 
in diameter and occupied both peripelvic fat and 
adjacent renal parenchyma; the pelvis and ure- 
ter were displaced medially. Microscopical ex- 
amination disclosed organizing hemorrhage and 
necrosis of fat and renal parenchyma. The ne- 
crosis appeared by its peripheral localization to 
be a pressure phenomenon. Numerous sections 
were taken in an attempt to elucidate the path- 
ogenesis of the hemorrhage. No lesions were 
found in the arteries except for a rather severe 
intimal fibrosis and hyalinization. Several veins 
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of medium size that lay in the hilus at the out- 
skirts of the lesion showed areas of fibrinoid 
necrosis, and a few smaller ones contained or- 
ganizing trombi. However, we regarded these 
changes as being secondary to the necrosis and 
not causative lesions. 

A Physician: Perirenal hemorrhage has been 
described in periarteritis nodosa; in view of the 
vascular lesions you mention, I wonder if the 
hemorrhage in this case may not have been the 
earliest manifestation of some generalized vas- 
cular disease. 

Dr. Scully. I do not believe so. In a follow-up 
letter received from the patient some four and a 
half years after operation, she stated: “I am in 
good health and have not been in bed a day 
since I left the hospital.” 


MORE TB BEDS FOR INDIANS 


Tuberculosis, responsible for 23 per cent of 
the Navajo Indian death rate, will be attacked 
in a special project announced recently by the 
Bureau of Indian Affairs. The project will in- 
clude contracting for approximately 400 addi- 
tional beds at sanatoria off the reservation to 
supplement the present total of 115 beds avail- 
able for TB treatment at reservation hospitals. 


NEWS ITEMS 
DR. KENT THAYER HEADS 


MARICOPA COUNTY SOCIETY 


Officers for 1953 were announced by the 
Maricopa County Medical Society. 
Doctors named were Kent H. Thayer, presi- 
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dent; Lloyd Swasey, vice president; Wallace A. 
Reed, secretary-treasurer; John A. Eisenbeiss, 
Leslie B. Smith, Carlos C. Craig, E. Henry Run- 
ning, Joseph Bank, Frank W. Edel, D. W. Mel- 
ick, Marriner W. Merrill, Preston T. Brown, 
Howard Lawrence, Audrey G. Urry, and G. Rob- 
ert Barfoot, board members. 

Dr. Donald Polson was chosen president- 
elect for 1954. 


ARIZONA BOYS RANCH 


Dr. William Bishop has been elected to take 
over the presidency of the Arizona Boys Ranch 
board of directors for the coming year. Dr. 
Bishop, widely known orthopedic surgeon who 
has been identified with Phoenix civic affairs 
since coming here several years ago, has served 
on the board of Boys Ranch since its inception. 

He succeeds Harold Scoville as president. Rob- 
ert Jaap, vice-president of the First National 
Bank of Arizona, will be treasurer, and Al Waters 
continues in his post as executive secretary. 

Vice presidents include George Miller, Boy 
Scout executive in Phoenix; George Babbitt, 
Flagstaff; Clarence Carpenter, Miami; the Rev. 
David Sholine of Tucson; and Ray Smucker of 
Yuma. 

Continuing on the executive board are: Jack 
Barnes, Harry Bonsall, Sr., William Bourdon, 
Bruce Brockett, Charles A. Carson, Mrs. Ralph 
Cowan, Leighton Cress, Norman Fain, Eugene 
Mangum, Mrs. John Neal, Richard O’Hara, 
William Passey, Gov. Howard Pyle, Harold 
Scoville, M. H. Starkweather, Hollice Stevenson, 
Leo Ellsworth. 








OBSERVE THE DATES 


1953 Annual Meeting 


TUCSON (Pioneer Hotel) 
April 26 through 29, 1953 


SUNDAY (April 26th) — Council, House (lst Session) and Blue Cross- 
Blue Shield Meetings — Golf Tournament — Tucson Country Club 


MONDAY Through WEDNESDAY (April 27-29) — Scientific Sessions 
TUESDAY (April 28th) — House (2nd Session) 
WEDNESDAY (April 29th) — President’s Dinner-Dance 
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DIAGNOSTIC X-RAY 


CLINICAL PATHOLOGY 
ELECTROCARDIOGRAPHY 


R. Lee Foster, M.D., Director 





PROFESSIONAL X-RAY AND CLINICAL LABORATORY 


Successor To 


PATHOLOGICAL LABORATORY 


507 Professional Bldg. 
Phoenix, Arizona 
Phone ALpine 3-4105 


RADIUM THERAPY 


John W. Kennedy, M.D., Radiologist 
W. W. Watkins, M.D., Consultant Radiologist 
Diplomates of American Board of Radiology 
Lorel A. Stapley, M.D., Consultant Pathologist 


X-RAY THERAPY 


TISSUE PATHOLOGY 
BASAL METABOLISM 








THE AMERICAN CONGRESS OF 
PHYSICAL MEDICINE AND 
REHABILITATION 


The 3lst annual scientific and clinical session 
of the American Congress of Physical Medicine 
and Rehabilitation will be held on August 31, 
September 1, 2, 3 and 4, 1953 inclusive, at the 
Palmer House, Chicago, IIl. 

Scientific and clinical sessions will be given on 
the days of August 31 and September 1, 2 and 3. 
All sessions will be open to members of the medi- 
cal profession in good standing with the Ameri- 
can Medical Association. 

In addition to the scientific sessions, annual 
instruction seminars will be held. These lectures 
will be open to physicians as well as to thera- 
pists, who are registered with the American 
Registry of Physical Therapists or the American 
Occupational Therapy Association. 

Full information may be obtained by writing 
to the executive offices, American Congress of 
Physical Medicine and Rehabilitation, 30 North 
Michigan Avenue, Chicago 2, Illinois. 


HILL-BURTON HOSPITAL 
CONSTRUCTION 


Division of Hospital Facilities, FSA, reports 
that as of December 2, 1952, one new project had 
been approved for Hill-Burton grants in the 
State of Arizona, as follows: 

Located at Winslow—Winslow Memorial, at a 
total cost of $199,724 including federal contrib- 
ution of $99,862, to supply 24 additional beds. 

Status of all Hill-Burton hospital construction 
in Arizona, including the above, is as follows: 

Completed and in operation: 7 projects at a 
total cost of $3,340,501, including federal contrib- 
ution of $1,132,516, and supplying 246 additional 
beds. 

Under construction: 2 projects at a total cost 
of $6,086,549, including federal contribution of 
$1,523,230, and designed to supply 375 addi- 
tional beds. 

Approved, but not yet under construction: 8 
projects at a total cost of $1,644,886, including 
$687,362 federal contribution, and designed to 
supply 224 additional beds. 
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The PRESIDENT’S Page 


TRUMAN’S COMMISSION ON THE HEALTH NEEDS 
OF THE NATION 


ON DECEMBER 18, 1952, THE PRESIDENTS COMMISSION ON THE 
HEALTH NEEDS OF THE NATION RELEASED THE FIRST VOLUME OF 
ITS REPORT. THE PAST ADMINISTRATION HAS ENDED BUT WE ARE 
STILL BEING PLAGUED WITH SOME OF ITS OUT-MODED THOUGHTS 
AND IDEAS. ' 

OUR TRUSTEES OF THE AMERICAN MEDICAL ASSOCIATION HAVE 
RELEASED A STATEMENT ON THE REPORT OF THIS COMMISSION. 
IT APPEARED IN THE JOURNAL OF THE AMERICAN MEDICAL ASSO- 
CIATION ON JANUARY 24, 1953. I STRONGLY URGE ALL OF YOU TO 
READ THIS REPORT IN ITS ENTIRETY. 


NEARLY ALL OF THE COMMENTS CONTAINED IN THE COMMIS- 
SION’S REPORT HAVE LONG HAD THE THOUGHTFUL CONSIDERA- 
TION OF THE AMERICAN MEDICAL ASSOCIATION AND MANY OTHER 
ALLIED HEALTH GROUPS. FURTHERMORE, MANY OF THE SOLU- 
TIONS PROPOSED HAVE BEEN THOROUGHLY AIRED IN THE HALLS 
OF CONGRESS AND REJECTED. THE REPORT AT PRESENT IS DE- 
VOID OF SUPPORTABLE FACTUAL MATERIAL. THE BASIC PHILOS- 
OPHY UNDERLYING IT IS QUITE EVIDENT; THE ARGUMENT IS THAT 
HEALTH IS CONDITIONED BY FOOD, HOUSING AND EDUCATION, SO 
THAT THE CONTROL OF THESE FACTORS, AS WELL AS HEALTH 
MEASURES PER SE, SHOULD COME UNDER THE DIRECTION OF AN 
“ALL WISE” FEDERAL GOVERNMENT. WITHOUT NAMING IT THE 
COMMISSION HAS DESCRIBED A “WELFARE STATE”, IT MAY BE JUST 
AS WELL TO CALL IT BY ITS TRUE NAME, THE “SOCIALISTIC STATE”. 


THE COMMISSION HAS LITTLE TO OFFER THAT IS NEW. THE IS- 
SUE PROPOSED FOR THE SOLUTION OF NEARLY EVERY PROBLEM 
IS ADDITIONAL FEDERAL FUNDS. ASIDE FROM THE QUESTION AS 
TO HOW THESE FUNDS ARE TO BE RAISED, IN THE BACKGROUND 
LURKS THE SHADOW OF FEDERAL CONTROL IN ALL THESE EN- 
DEAVORS. THE CONTROL MAY COME DIRECTLY OR BY ESTABLISH- 
ED STANDARDS TO WHICH ALL STATES MUST CONFORM. THESE 
STANDARDS WILL NOT BE WRITTEN INTO LAW BUT WILL BE ESTAB- 
LISHED BY ADMINISTRATIVE REGULATIONS. IF THE PATTERN, 
LAID DOWN IN THE FORM OF BILLS, IS FOLLOWED THE ADMINIS- 
TRATIVE AGENCY WILL AUTHORIZE TO SET UP A PLAN OF ITS OWN 
IN ANY STATE THAT DOES NOT CONFORM TO FEDERAL STANDARDS. 


ONE OF THE MOST PECULIAR ASPECTS OF THE COMMISSION'S RE- 
PORT IS THAT IT IS BEING PRESENTED IN THE REVERSE OF ITS 
PROPER ORDER. THE SCIENTIFIC AND LOGICAL APPROACH WOULD 
BE THE PRESENTATION OF FACTUAL MATERIAL AND ANALYSES OF 
THE DATA PRESENTED, COMPARISON OF THIS DATA WITH OTHER 
MATERIAL OF A LIKE NATURE, AND THE PRESENTATION OF CON- 
CLUSIONS ON THE BASIS OF FACTS, AND FINALLY RECOMMENDA- 
TIONS AS TO THE ACTION. THE REVERSE HAS BEEN THE PROCE- 
DURE IN THIS CASE. 

OF COURSE IT IS NOT POSSIBLE AT THE PRESENT TIME TO ANA- 
LYZE OR EVEN UNDERSTAND THE REPORT UNTIL THE BALANCE OF 
VOLUMNS CONTAINED IN THIS REPORT ARE RELEASED. HOWEVER, 
AT THE PRESENT TIME IT APPEARS THAT THE HEALTH COMMISSION 
HAS SHOWN ABSOLUTELY NOTHING NEW, THAT WHICH IT HAS 
SHOWN CERTAINLY SMACKS OF THE SOCIALISTIC STATE. 


THOMAS H. BATE, M.D., PRESIDENT 
ARIZONA STATE MEDICAL ASSOCIATION 
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CONTRIBUTORS 


The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
regard to construction, diction, spelling, and punctuation. 

2. Be guided by the general rules of medical wes, as 
followed by the JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION. (See MEDICAL WRITING by Morris Fish- 
bein.) 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Submit manuscript typewritten and double-spaced. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

The Editor is always ready, willing, and happy to help 
in any way possible. 











EDITORIAL 
THE SURGEONS RESPONSIBILITY 


From time to time conflicts arise between phy- 
sicians and patients many of which may be due 
to failure of the physician to inform patients 
adequately. Recently such a conflict arose in an 
emergency appendicitis operation over the em- 
ployment by a physician of an anesthetist for a 
minor without the patient’s legal guardian’s 
knowledge. 

It is true that most patients realize that anes- 
thesia is necessary in the performance of surgical 
procedure. It is well, however, to always ac- 
quaint patients that an anesthetist is to be util- 
ized, as some people apparently do not know 
that a general anesthetic may be necessary for 
certain operative procedures. It is only fair to 
our fine group of anesthetists that we do this 
not only so that they will not encounter difficul- 
ties in obtaining re-imbursement for their val- 
uable services, but also to put them in a safe 
position of legal employment by the patient or 
relatives of the patient. 

A surgeon’s responsibility may occasionally be 
strained by the necessity of performance of 
emergency procedure on a minor when legal 
permission cannot be immediately obtained from 
those responsible for granting permission. In 
such instances the physician should not hesitate 
to do what is clearly necessary as an emergency, 
but in the absence of correct legal permission, a 
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physician must have adequate consultation by a 
colleague to justify his position. This should be 
in writing on the hospital record. The courts 
have always held that clear-cut emergencies can 
be treated properly pending obtaining permis- 
sion, but it is the physicians responsibility to 
prove the clear-cut need, in the absence of legal 
authority. This consultation in writing is manda- 
tory in every instance. 

Misunderstandings will rarely occur if the 
physician exercises reasonable care and ac- 
quaints patients or guardians of the need for 
an anesthetist, or, in the case of an emergency 
too dire to await legal permission to proceed, of 
the employment of consultation of other quali- 
fied physicians who agreed that operative treat- 
ment had to be employed on a minor or uncon- 
scious adult before permission could be obtained 
by ordinary legal means. 


MEETING NOTICE 
AMERICAN GOITER ASSOCIATION 


The American Goiter Association will hold its 
1953 meeting at the Drake Hotel, Chicago, IIli- 
nois May 7, 8 and 9, 1953. 

The program for the three day meeting will 
consist of papers and discussions dealing with 
goiter and other diseases of the thyroid gland. 


STANFORD PRESENTS POST- 
GRADUATE COURSES 


Stanford University School of Medicine will 
present the following Postgraduate Courses in 
June 1953: Cardiology, June 15-19; General Me- 
dicine, June 15-19; Surgery and Treatment of 
Fractures and Associated Trauma, June 24, 25, 
and 26; and General Surgery, June 22-26. The 
Stanford faculty will be instructors in these 
courses and the fee for each course is $75.00. 
Each course will be given all day. 

Programs will be available in March and in- 
quiries may be addressed to the Office of the 
Dean, Stanford University School of Medicine, 
2398 Sacramento Street, San Francisco 15, Cali- 
fornia. 


The Arizona Medical Association, Inc. 
Membership Report 


Membership of the State Association on Jan- 
uary 1, 1953, totalled 681, representing a net 
gain of 45 since January 1, 1952. During the past 
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year 70 physicians were admitted as new mem- 
bers; 15 moved from the state; 2 were dropped 
from membership; 5 were deceased. 

Included in the 681 membership total are 624 
Active members, 31 Affiliate, 16 Affiliate-Mili- 
tary, and 10 Associate members. 


AMERICAN COLLEGE OF 
PHYSICIANS 


Course No. 2 
“Studies in the Clinical Aspects and Diagnostic 
Procedures in Cardiovascular Diseases” 
March 2 through 7, 1953 
The University of Southern California 
School of Medicine 
Los Angeles County Hospital Auditorium 
1200 North State Street 
Los Angeles 33, California 
George C. Griffith, M.D., F.A.C.P., Director 
Minimal Registration: 50 
Maximal Registration: 75 
Fees: A.C.P. Members—$30.00 
Non-members —$60.00 
Additional information may be obtained from: 
Mr. E. R. Loveland 
Executive Secretary 
American College of Physicians 
4200 Pine Street 
Philadelphia 4, Pennsylvania 








RADIUM and RADIUM D+E 


(Including Radium Applicators) 


FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincy X-Ray and Radium Laboratories 
(Owned and Directed by a Physician-Radiologist) 


Harold Swanberg, B. S., M. D., Director 


W. C. U. Bldg. Quincy, Illinois 
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RX, DX, AND DRS. 
By GUILLERMO OSLER, M. D. 


The theorists are waiting with assumed uncon- 
cern for the more practical results from CHEMO- 
THERAPY OF TUBERCULOSIS. ... They can 
prove, by analogy and mathematics, that resis- 
tance of tubercle bacilli to several drugs is les- 
sened when the drugs are given simultaneously. 
. . . Theory and practice worked out well with 
PAS and streptomycin, but isoniazid has been used 
with the other drugs for so short a time that one 
can’t yet be sure. .. . It is the mode at present to 
use all the three until proof is available. The 
therapeutic effect, at least, will be better, and it 
MAY be safer. 





The status of NURSING HOMES in California 
has been summarized by their Bureau of Hospitals. 
. - - About 9,000 beds are available in 450 Homes. 
Whether this is few or many for such a large 
state depends on your viewpoint, but an average 
occupancy rate of 83 per cent suggests that a con- 
siderable need exists. . . . The type of patients 
was diverse, as was the type of care, but ambula- 
tory patients were given the assurance of protec- 
tion and ill patients were given quite a range of 
medical-nursing procedures. 





The monthly Alvarez item, lifted from his jour- 
nal ‘Modern Medicine’, stresses the lack of excess 
hazard in OPERATING ON PATIENTS WITH A 
HEALED MYOCARDIAL INFARCT... . Brumm 
and Willins reported in 1939 that only about 4 per- 
cent of 257 patients with angina pectoris died of 
cardiac complication after surgery. . . . Hannigan 
& colleagues recently reviewed the situation in the 
Amer. Jour. Med. Sciences and found that the 
rate in coronaries was only 5.2 per cent compared 
with 3.4 per cent in a similar age group of normals. 

Penthothal anaesthesia seems inadvisable, 
since it is more often accompanied by cardiac and 
respiratory complications. A fast and deft opera- 
tion is least hazardous. 





Doshay and Associates of Columbia University 
have described a drug combination for PARKIN- 
SONISM in NEUROLOGY... . The drug is called 
MK-02, and is made up of an antihistaminic ra- 
dical (of Benadryl) and a parasympatholytic radi- 
cal (of atropine). ... Doshay may be remembered 
for work in other fields (tularemia, etc.). . . . The 
series is not large, but the side reactions are scanty 
(dry mouth 17%), and the muscular rigidity, 
spasm, contracture, tremor, and salivation were 
often relieved. 





A Tucson trio is slightly ahead of the Arizona 


Medical Ass’n. in an attempt to obtain A TRAIN- 
ED MEDICAL EXAMINER for Pima County... . 
Two Justices of the Peace have joined health Of- 
ficer Dr. Lewis Howard in pleading with the 
county board of supervisors to appoint a trained 
M.D. pathologist to investigate deaths which occur 
without medical care. ... Dr. Salsbury has point- 
ed to the 105 persons in Pima County who were 
buried in the past year without a known cause 
of death. . . . The state medical association is pre- 
paring legislation which they hope may be enact- 
ed at the state level. 





A question of precedence is still moot in the use 
of certain antibiotics. Does A FUNGUS INFEC- 
TION develop after one takes aureomycin, tera- 
mycin, et al., due to the absence of other organ- 
isms, or because of fertile terrain? ... Are we 
blaming fungi when many mucous membrance le- 
sions are due only to DRUG REACTION?... 
Probably all these factors are operative at times, 
and sometimes a harmless flora will become some- 
what pathogenic. ... It should also be remembered 
that ‘all which is Candida is not moniliasis’. They 
may just happen to be there, and are not real 
‘superinfections’. . . . Dr. Perrin Long says that 
penicillin toxicity is usually allergic, but that Poly- 
myxin B and Bacitracin are polypeptides and 
rarely if ever cause ALLERGIC response. 





ISONIAZID has secretly been used in treatment 
of tuberculosis for about 18 months, and publicly 
for about nine. It is amazing therefore to find 
even early reports of success in an even more 
sluggish disease than tuberculosis—LEPROSY. .. . 
Latapi and Rubio of Mexico reported before the 
American Society of Tropical Medicine that 13 of 
14 cases with nodular disease showed a substan- 
tial reduction of lesions, with 200 to 300 mg., per 
day over a period of 9 months. 





LOS ANGELES MEDICAL AFFAIRS used to be 
regarded with raised eyebrows by many physicians 
east of the Sierra Madres, and with laughter east 
of the Mississippi. There was considerable rea- 
son for it, with scanty teaching facilities, ineffec- 
tive medical groups, and very vocal quacks and 
non-medical ‘healers’. ...In the past dozen years 
the level of practice has been raised and the level 
of the eyebrows lowered. The various medical 
groups have originated several treatment methods; 
the medical societies and hospitals have very good 
programs; a new medical school has increased the 
chance and competition for staff work: and sur- 
prising ideas are given a hearing. ... E. G., — The 
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Good Samaritan Hospital and U.S.C. have raided 
Philadelphia (for Dr. Hurley Motley) as well as 
the pockets of quite a few wealthy and dyspneic 
patients, to found a research unit for cardiorespira- 
tory physiology. If this unit seems not unusual, 
select ten of the largest cities in the U. S. and 
find out how many are set up for such clinical 
studies. (We asked about it last June in Chi- 
cago, and no one even knew that such a service 
WASN'T available). . . . In another radical but 
logical move the Cal. Med. Ass’n. has announced a 
full-scale investigation of a variety of unproved 
cancer treatments. Claims for drugs and serums 
will be investigated, labelled, and the proponents 
disciplined if they are intransigeant. ... The Cal. 
group is also a sponsor of the move to ‘regenerate’ 
and assimilate the osteopaths, a move now being 
considered on a national plane. Exclamation 
point, question mark! 





Dr. Edmund Keeney of San Diego describes a 
little-used method of TESTING highly allergic 
children, BY PROXY. .. . Extensive skin-tests 
can be difficult, but also hazardous. A passive 
transfer of antibodies (in blood serum) is first ef- 
fected from child to a healthy adult volunteer. 
The adult is then sensitive for a few weeks, and 
will react as the child would to skin-tests. 





Home state boys again made good in national 
journal! Or, five Tucson physicians crash the 
J.A.M.A. with an article on the use of PHENYL- 
BUTAZONE IN ARTHRITIS. ... Next to appear- 
ing in ARIZONA MEDICINE, such publication is 
the high honor. Drs. Stephens, Yeoman, Holbrook, 
Hill, and Goodin are to be congratulated. If the 
drug is really good, it would be fine to have an 
article here. ... The salutary effects were fairly 
frequent, but toxic effects were also rather com- 
mon. ...In any case, Hooray for clinical research 
in Arizona! 


If this column needed a paragraph with A 
JOKE in it, we might lift the pun which a trade 
journal used to introduce a news note. ... The 
news: a Minnesota doctor was indicted on 229 
separate counts for peddling narcotics, and faced 
prison terms totalling 2,030 years. The introduc- 
tion: Long Time No Fee! 





One must update the anti-malarial news with a 
paragraph every few months. The present item 
sounds like real progress. ... The Wellcome Re- 
search Laboratories, thru Dr. George Hitchings, 
is said to have a great new drug ‘daraprin’. It is 
12 times as powerful as the top-notch chloroquine 
which is now in use as a preventive in Korea... . 
Daraprin is.so destructive of the malarial parasite 
in the blood that the effective dose is less than 
half a grain per week. It is said to be tasteless, 
inexpensive, and quite safe. General use in the 
whole population of an infested country could 
lead to a malaria-free race of mosquitoes, and 
further safety of the people. 
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Until we hear confirmation, the new “Q-Test” 
for diagnosis of pregnancy is only worth a short- 
ened paragraph. . . . Claims,—Advertising in 
J.A.M.A. No lab specimen required. Can be 
done in office. Time required is about an hour. 
Accuracy is 96 to 98%. Cost is 60 to 80% less 
than other methods. . . . Mas des pues. 





It would be hard to estimate the percentage of 
physicians who go beyond the surface relationship 
between CARDIAC FAILURE AND EDEMA.... 
Most of us could think up the trio of vascular 
pressure, blood proteins, and electrolytes. ... Only 
a few would know the theory that sodium reten- 
tion in heart failure is said to be due to hepatic 
congestion, with the failure of the liver to inac- 
tivate adrenal corticoids, which act on the kid- 
neys to retain sodium. ... The cordicoid hormone 
accelerates renal tubular reabsorption of sodium, 
with a secretion of P.P. antidiuretic hormone, with 
a resultant water retention. . .. Etc., etc., since 
this explanation may eventually prove too simple. 





Dr. Edgar Allen of the Mayo Clinic has sum- 
marized the current status of therapy for HYPER- 
TENSION in the Clinic ‘Proceedings’, and in ‘Cir- 
culation’. A few general conclusions are of inter- 
est. . . . Medical methods are effective in many 
cases. Drugs are becoming more helpful, but are 
still far from ideal. Medical treatment should be 
tried at first, but only briefly if ineffective. If 
there are no major contraindications, the patient 
should then have sympathectomy while still in 
his “Golden period”, when success is most prob- 
able. ... There is no way of knowing which cases 
will be helped. Medical management can be used 
after surgery no matter what its success has been. 





We recently treated a large area of herpes on a 
man’s forehead with cortisone, and the result was 
dramatic and cosmetically satisfactory. . .. In 
writing down the report, a Walter Winchellism 
was invented, and it seems bad enough to men- 
tion here. The herpes was a SKINFLAMMATION, 
and the cortisone was in ideal THERABEAUTIC. 
... (What ever happened to W. W.?) 


NOTICE 


ALL CONTRIBUTORS OF 
ARIZONA MEDICINE SHOULD 
HAVE THEIR MATERIAL IN THE 
JOURNAL OFFICE NOT LATER 
THAN THE 15th OF THE MONTH 
PRIOR TO PUBLICATION IN 
ORDER TO HAVE ARIZONA 
MEDICINE REACH ITS READERS 
ON OR BEFORE THE 15th OF 
THE MONTH. 


Material arriving after that date will be published 
the following month. 
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Question quiz 


Do you know the answers? 





Q. Does the HBA Surgical Plan 
Pay for wound repair, X-rays 
and treatment of fractures in 
the Doctor's office? 

A. Yes—when as a result of an 
accident and if within 24 hours 
of the accident. 


How long does it take for doc- 
tors to receive their fees? 


A. When information is complete 
and the patient’s membership 
is in order, all bills are paid 
within five days. 


Can doctors help speed up 
HBA payment for their fees? 


A. Yes—by promptly billing the 
Association and by giving nec- 
essary data in standard medi- 
cal nomenclature. 


Q. How frequently does the HBA 
pay doctors’ bills? 

A. Every working day of every 

month. 

May an HBA member go to 

the doctor of his choice? 


A. Yes. HBA members may go to 
any physician (M.D.) anywhere 
in the world. 


Q. 

















“Have a carrot, it might improve 
your eyesight.” 


HBA Pays ALL Fees Promptly; 


Cuts Paper Work 


For Doctors 


The Hospital Benefit Association likes to pay doctors’ fees as 
quickly as possible—with a minimum amount of paper work for the 


doctor. 


The Association’s simplified bill form which doctors can 


quickly and easily fill out was adopted for this reason. 





Accident Treatment 
In Doctor's Office 
Covered by HBA 


The Hospital Benefit Association 
covers treatment in a doctor’s of- 
fice under certain conditions. 

The Association pays for acci- 
dental injuries including treat- 
ment of fractures, dislocations and 
wound repair in the home or the 
doctor’s office if treated within 24 
hours of the accident. It also pays 
for X-ray examination for fract- 
tures and dislocations in the doc- 
tor’s office. 


-— 


Xmas Program Salutes 
All Arizona Hospitals 


To help tell the story of the ori- 
gin and development of modern 
hospitals and publicize some of 
the many problems they face, the 
Hospital Benefit Association spon- 
sored a half-hour Christmas radio 
program over nine stations of the 
Arizona Broadcasting System. 

The broadcast was presented 
for two reasons: (1) to help better 
public relations for the hospitals; 
and (2) to show the Association’s 
appreciation to the medical pro- 
fession for its cooperation with 
HBA members. 

Called “A Christmas Salute to 
Your Hospital,” the program high- 
lighted the accomplishments of 
Arizona hospitals, and pointed out 
the problems hospitals face as a 
result of Arizona’s rapid popula- 
tion growth. 

The entire program was produc- 
ed with the complete cooperation 
and approval of the Arizona Hos- 
pitals Association. It was present- 
ed as a public service feature of 
the Hospital Benefit Association. 





This easy-to-use form lists all 
needed data. This information in- 
cludes the patient’s name, HBA 
membership number, the Diag- 
nosis and Surgical Procedure and 
the surgeon’s fee. Past experience 
shows that additional data is 
needed in only 3% to 4% of the 
total claims handled. 

Additional information is re- 
quested only when the Associa- 
tion needs facts from the physi- 
cian in order to reach an equitable 
decision regarding the coverage to 
which a member is entitled. This 
might be occasioned by a new 
membership, or by a membership 
issued with the written under- 
standing that a pre-existing con- 
dition would not be covered. 

Doctors Can Speed Payments 

Doctors themselves can help 
speed up payments for their serv- 
ices by promptly sending the As- 
sociation their bills together with 
the information needed to process 
claims. 

Payments are made every work- 
ing day of every month so that 
doctors won’t have to wait for 
their fees. And no bill remains in 
our office more than five days if 
statements are complete and the 
patient’s membership is in order. 

The Hospital Benefit Association 
automatically sends a statement 
form to the patient to be given to 
the doctor. However, many doc- 
tors prefer to keep a supply on 
hand. We will be glad to send 
some to you. Write us at either 
the Home Office, First Street at 
Willetta, Phoenix, or 706 Valley 
National Building, Tucson. 
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What the Doctor Should Know About 
Prescription Pricing or Facts About 
Prescription Pricing 


By C. W. Dudding, Chairman, Executive 
Committee, Arizona Pharmaceutical Ass'n. 


Why should a physician know how the aver- 
age pharmacist prices prescriptions? Generally 
speaking he should understand the methods 
commonly used by pharmacists, because it is in 
the interest of their patients. This is necessarily 
true because you are interested both from the 
health and the economic points-of-view. Ob- 
jectively, your first consideration is the treatment 
of the patient. Subjectively, the second con- 
sideration is the economic ability of the patient 
to fulfill the objective desired. The two, of ne- 
cessity, go hand-in-hand in an economy such as 
we have here in the United States. 

Now this may not be a good situation but it 
does have a direct bearing upon the treatment 
you utilize for the patient’s benefit. In this re- 
spect, we are generally agreed that a workable 
plan of prepaid health insurance, under a volun- 
tary system, whereby the individual will retail his 
freedom of choice, would be of positive value so 
far as the general health of the individual is 
concerned. 

Regarding prepaid health insurance, we as 
pharmacists believe that the federal govern- 
ment’s role in the formulation of desirable sys- 
tems or plans to achieve this goal should be 
neutral. The complete control and administra- 
tion must not be delegated to the federal gov- 
ernment! We state this emphatically because 
we, the same as you, will have no part in a pater- 
nalistic form of government. 

The pharmacists of Arizona commend. the 
physicians of Arizona for the militant stand they 
have taken in the prevention of this typically 
American ideal! 

We have digressed somewhat from the sub- 
ject but we believe that you should know what 
our convictions are regarding the medical 
schemes proposed by certain elements in Wash- 
ington. Or should we say, formerly in Wash- 
ington. 

Now then, back to how the average pharma- 
cist in Arizona prices prescriptions. In our every- 


day practice of pricing prescriptions most of us 
use a pricing schedule. These schedules have 
evolved over the past many years and have 
weathered the economic storms proving their 
reliability as to fairness to the public and to the 
pharmacy. 

Here’s how the system works; the patient 
brings the prescription in, hands it to the pharm- 
acist for compounding. After filling the pre- 
scription, the pharmacist prices it according to 
the printed schedule price. This is the amount 
the consumer pays for the medication. 

You have probably observed these pricing 
schedules in various pharmacies and have won- 
dered how they were used. Briefly described, 
they are in the form of a tabular index. Across 
the top horizontally, the divisions are in quan- 
tities most usually prescribed by the physician, 
i.e., 1, 2, 3, 4, up through 16 ounces for liquids. 
The same applies for tablets, capsules and oint- 
ments. Down the left side, vertically, the cost 
prices are listed. Usually for tablets the cost 
per 100; for ointments the cost per ounce and 
liquids the cost per pint. 

Now you may visualize how quickly we ar- 
rive at prescription prices. At the point where 
the cost line intersects with the quantity line 
there is a printed amount. This amount is the 
price value of the prescription and the one gen- 
erally used in making the price determination. 
Other factors incident thereto may, or may not, 
be added. This will account for the slight fluc- 
tuation in prices among various pharmacies. 

For example, let us take a prescription calling 
for “Tabs. Phenobarb, No. 100, grains 1%.” If 
the cost were .50c per 100, then the price would 
be $1.60. If you had prescribed 50, the price 
would be $1.15; 24/.95; 12/.85. For example 
number 2, let us take a prescription calling for 
Elixir Nembutal. If the cost per pint were $2.90, 
then the selling price would be: 16 0z./$5.50; 
8 0z./$3.10; 4 oz./$1.95. 

For example 3, let us take the Mycin group. 
If the cost per 100 were $30.60, then the price 
to your patient would be: 100 caps./$50.95; 
50 caps./$25.85; 24 caps./$12.80 and 12 caps. 
$6.80. 

From the preceding you realize that an honest 
effort has been made by the schedule designers 
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to mathematically place the price value in a 
bracket where everyone gets an equal break 
price-wise. That is to say literally, that inexpen- 
sive prescriptions are scaled upward and that 
costly ones are scaled downward in order to 
arrive at a favorable balance on behalf of the 
average consumer, from an economical point of 
view. 


Now here’s where you may be of valuable as- 
sistance to the patient in sofar as the individual's 
ability to pay is concerned. You usually know 
more concerning the patient's financial condi- 
tion than we do, therefore, whenever feasible 
and practical, we suggest that you write prescrip- 
tions in units of 100’s, pounds, pints or in the 
larger amounts or multiples. We know that the 
amount prescribed for each individual must 
necessarily be tailored to the individual’s require- 
ments. We also know that it may not be the 
prudent thing to prescribe in quantities in the 
upper brackets, when the patient needs only 
small amounts. Most of us appreciate the fact 
that many physicians tell their patients what 
a prescription will cost, especially higher priced 
prescriptions. Naturally, we would prefer that 
you state it as being around such & such an 
amount, i.e.: between $5.00 and $6.00. If a 
specific amount is stated, it places the pharmacist 
sometimes in an embarrassing position. Usually 
the patient does not quote the amount stated 
by the physician until after the pharmacist states 
his price. Now you can understand this par- 
ticular situation. 


This points up again the desirability of the 
physician knowing how prescriptions are priced; 
also knowing the prevailing prices for most of 
the commonly used medications, particularly 
those from $5.00 upward. This also helps us 
with our relations with your patients. You might 
call it a “conditioning process.” 


You may be assured that we are vitally inter- 
ested in doing everything reasonably possible 
to maintain the cost of medication to the pa- 
tient at a minimum level. This is as it should 
be; a joint responsibility and obligation upon 
medicine as well as upon pharmacy. 


In conclusion, we extend an open invitation 
for you to come in and go over our pricing 
schedules. Discuss with us the points which 
may not be too clear at the present time relative 
to prescription pricing. 
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In very special cases 
A very 
superior 


Brandy 
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Specify 
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COGNAC BRANDY 


For a beautifully illustrated book 
on the story of Hennessy, write- 





Schieffelin & Co., Dept. HT, 30 Cooper Square, N.Y. 54 








Our members are dairymen whose busi- 
ness is supplying good milk for 


(jiEBsTERG) 


milk and milk products. 

We are aware of the importance of good 
milk to good health and of our obligation 
to supply a product which will merit your 
confidence. 


ARIZONA MILK PRODUCERS 
422 Heard Building Phone ALpine 3-0893 











METAL OFFICE FURNITURE 
G. F. STEEL DESKS 
ALUMINUM CHAIRS 

CARDINEER ROTARY & VICTOR 
VISIBLE FILES 


Heinze Bowen & Harrington, Inc. 


228 West Washington St. 


Phone ALpine 4-4179 
PHOENIX ARIZONA 
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ANNIVERSARY 


An anniversary of more than passing note was 
that of Arizona Blue Shield as it formally cele- 
brated its fifth year of operation in the state. 
The event was staged December 6th in Phoenix. 
Well-attended, there were representatives from 
business and the medical and allied professions 
present. All told over fifty guests gathered at 
Green Gables for the dinner meeting. 

Dr. David C. James, Blue Shield president, 
presided over the evening's activities. Included 
on the varied and interesting agenda were: Sam 
Barham, Blue Shield Commissioner for District 
IX (home base: Topeka, Kansas), who presented 
Dr. James with a scroll from the Blue Shield 
Commission, Chicago, commemorating the an- 
niversary; a presentation of achievement awards 
to Drs. E. Payne Palmer, Sr. and Carlos C. Craig, 
past presidents of Arizona Blue Shield, and to 
Dr. James, the incumbent. The presentations 
were made by L. Donald Lau, Executive Di- 
rector of both Blue Cross and Blue Shield. 

Guest speaker for the occasion was Dr. L. 
Howard Schriver, President of the Blue Shield 
Commission, Chicago (his home base: Cincin- 
nati, O.), who brought a pertinent message on 
the future of Blue Shield and the necessity of 
its close working relationship with Blue Cross. 

Sidelight of Commemoration Activities: Little 
five year old Margaret Hruby, daughter of the 
Stanley C. Hrubys, Phoenix, was presented with 
a doll by Dr. Paul Armour in behalf of Blue 
Shield. The reason: Margaret was the first 
baby born under Blue Shield in Arizona. Dr. 
Armour is her doctor. 
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As of September 30, 1952 (first three-quar- 
ters of the year) there were 23,683,940 Blue 
Shield members, according to figures released 
by the Blue Shield Commission, Chicago. Per- 
centage-wise this represents 15.50 of the total 
populations of Canada, Hawaii, Puerto Rico 
and the United States. 

17,772 people are joining Blue Shield every 
working day of the year, a pretty lively statistic. 


COMMISSIONER .............. 


L. Donald Lau, who has served two terms as 
General Chairman of District IX for Blue Cross 
and Blue Shield, will assume new duties when 
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his term expires in April. At that time he will 
become Blue Shield Commissioner for the Dis- 
trict. 





Monty Lebert’s Nursery 
And 
Flower Shop 


Artistic Flower Arrangements for Every Occasion 
« © e 
Assorted Potted Plants 


Dish Gardens 
Beautiful Ceramics 


We Specialize In Planter Box Materials 


531 W. Thomas Road Phone CR 4-0211 
Phoenix, Arizona 








ARIZONA LIBRARY BINDING 
COMPANY 


Binders of Medical Journals and Books 
We Pay Freight Charges on Return Shipments 
Prompt Service 
Arnold A. Couturier 


307 West Monroe — Phone ALpine 3-1861 
Phoenix, Arizona 











ORGANIZATION 


You are eligible to become a member of the 
Woman's Auxiliary to your County Medical 
Society, to your State Medical Association, and 
to the American Medical Association. It will 
be your privilege to assist your medical society 
in its program for the advancement of medicine 
and public health, to cultivate friendly rela- 
tions, and to promote mutual understanding 
among families of physicians. You can serve as 
a leader of health education in your community 
and act as a liaision between the medical pro- 
fession and the public. Become an informed aux- 
iliary member by reading the Bulletin, Today’s 
Health, the State Medical Journal, and newspa- 
pers and magazines Serve your community by 
assisting with the nurse recruitment program, 
civil defense work, home nursing, Red Cross, 
Blood Bank programs, and accepting member- 
ships in your community health council and 
other community welfare groups. 

Mrs. Brick P. Storts 
Chairman, State Organization 
Tucson, Arizona 
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CIVIL DEFENSE NEWS 


The Health Service of the Civil Defense 
Agency in the State of Arizona has been organ- 
ized with Dr. Joseph Greer heading the State 
Health and Medical Service. He has the chief 
responsibility for supervision, actual services, 
and professional and technical personnel in time 
of disaster. This local organization must provide 
both for reserves and for the automatic replace- 
ment of command in the event of top adminis- 
trative officials being killed or disabled during 
an enemy attack. Doctor Greer also must have 
a training program for volunteers in all admin- 
istrative phases of the Health Program. He has 
built his organization around the State Health 
organization in each individual county and each 
county has its head for the Civil Defense Health 
Service Program. In Maricopa County Dr. Ben 
P. Frissell and Dr. R. W. Hussong are in charge 
of the Program; in Pima County Dr. R. N. How- 
ard and Dr. H. W. Thompson are in charge. 

There has been established over the State a 
Hospital Plan that is complete and in operation, 
and a Doctor’s Disaster Control Plan that will 
use all of the professional manpower available, 
including pharmacists, dentists, etc. Since health 
service training is an essential part of the over- 
all civil defense program, facilities have been 
set up to include the following courses: Medical 
Aspects of Atomic Warfare, Defense Against 
Biological Warfare, Defense Against Chemical 
Warfare, Treatment of Burns, General Treat- 
ment of Casualties, Organization of First Aid, 
Rescue, Ambulance, and Emergency Hospital 
Service, General Administrative and Organiza- 
tion Problems. 

Nurses Aides and Home Nurses are being 
trained by the Red Cross. Most of the permanent 
and auxiliary staffs of hospitals will require train- 
ing if the hospitals are to function effectively in 
time of disaster. Existing hospitals will cooper- 
ate in training volunteers. 

Radiological monitors have been trained from 
non-medical persons—science teachers wherever 
possible to recruit them. Plans are also in ef- 
fect for training. sanitation personnel to supple- 
ment the peacetime staff and to provide for such 
emergency services as mass feeding centers. 


Training of technician aides in the identifica- 
tion of agents used in biological warfare in- 
volves special culture and related techniques 
which are not ordinarily a part of local labora- 
tory routine. Veterinary service of the State has 
been solicited and they are active in participat- 
ing in this work which is under the supervision 
of Dr. Hight. 

At present there are eight complete first aid 
teams, organized and physically set up, ready 
to go into action in Maricopa County and the 
City of Phoenix. These mobile first aid teams in- 
clude doctors, nurses, dentists, etc., and are 
complete, even down to litter bearers. These 
teams are assigned to strategic positions within 
the city and county where they would be able 
to set up and go into operation at a few minutes 
notice. Routes of travel have been planned so 
as to pick up these people at the most conven- 
ient points and alternate collecting points and 
routes have been established. Adequate com- 
munications by radio and messenger have been 
arranged with the civil defense communications 
center. Mutual aid area units have been estab- 
lished and everyone has been told to completely 
familiarize themselves with the plan. 

Pima County is organizing along the same 
lines. They have detailed plans adaptable to any 
situation for the mobilization of vehicles, first 
aid personnel and first aid supplies. 


The Hospital Plan which has been put into 
effect consists of a complete survey of each 
hospital—it’s beds, personnel, equipment, sup- 
plies, etc., and an outline of the functions of the 
hospitals in the event of a disaster. 


Communication must be provided between 
the hospitals and the local civil defense organ- 
ization. The hospitals will be responsible for 
providing the necessary staff for the business 
office, the procurement section and the commu- 
nications section. Emergency food service would 
be provided for casualties and hospital person- 
nel; special diets, pastry, salads, and the normal 
tray set-up would be discontinued. Each hos- 
pital is responsible for developing a Prepared- 
ness Plan and for periodically having practice 
sessions for the regular hospital staff and vol- 
unteers. 





84 ARIZONA MEDICINE 


Plans have been drawn up for using non-hos- 
pital buildings as improvised hospitals since 
existing local hospitals cannot be expected to 
care for all surviving casualties of a major civil- 
ian wartime disaster. Due to the severe limita- 
tions on the availability of hospital furnishings 
and equipment, improvised arrangements will be 
planned in advance and the nearby stores and 
homes will be canvassed to determine the avail- 
ability of substitute equipment. 

These plans are set up to cope with a war- 
caused emergency but could cope equally as 
well with any disaster which might happen at 
any time. 

What the Auxiliary can do for Civil Defense: 

1. Red Cross First Aid Course—Learn how to 
save lives in your own family. Také a course in 
first aid and home nursing. Fill in a Civil De- 
fense record sheet in order that your chairman 
will know the volunteer jobs for which you are 
trained. 

2. A home survey of medical supplies—Do you 
have an adequate first aid kit? Does your neigh- 
bor have one? Is every member of the family 
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familiar with it’s contents, the use of it’s con- 
tents, and it’s location? 

3. Home Warden Service—Have you learned 
home fire protection methods? Have you pro- 
vided for an emergency feeding program in 
your home? 

4. Nurse recruitment—Members of other local 
organizations should try to interest their club 
members in a nurse’s loan fund. 

Mrs. Harry A. Cumming 
Arizona Medical Auxiliary 
Chairman, Civil Defense 
Phoenix, Arizona 

Grateful acknowledgement is made to Colonel 
Q. C. Harvey and the Arizona Civil Defense 
Agency for their kind assistance. 





WANTED-—Young Assistant 


For the General Practice of Medicine 
and Surgery 


LOUIS P. LUTFY, M.D. 
301 W. McDowell Rd. 


Phoenix, Arizona 
AL 3-4200 











BED WETTING 
STOPPED 


In from two to six weeks with the sensational new WET ALARM. You 
can recommend WET ALARM with confidence. There is nothing to plug 
into any electrical outlet—no attachments or special wearing apparel. The 
buzzer sounds at the first drop of moisture. WET ALARM carries a money 
back guarantee. Recommend it to your sound sleeping enuretics where 
no organic disorders are present. One low rental fee regardless of time 
required for a cure. Investigate now. 


DYE MEDICAL AND OXYGEN SUPPLY CO. 


PHOENIX, ARIZONA 


RENTALS 


CRUTCHES 
HOSPITAL BEDS 
OXYGEN THERAPY  wpedical 


Gasses 


3332 WEST McDOWELL ROAD P. O. BOX 6276 


SALES “Every Need For the Sickroom” 


WALKERS PHONE 
WHEEL CHAIRS AP. 8-3531 


Oxygen SICKROOM SUPPLIES 
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Medical Arts Bldg. Telephone 
543 E. McDowell Rd. ALpine 8-1601 
PHOENIX, ARIZONA 


“lhe Diaguostie Laboratory 


A Complete Analytical and Laboratory Service To The Medical Profession of Arizona 

















Protein Bound Iodine Streptolysin Titres Radiography 

Blood Cholinesterase Rh tibody Titres Pelvimetry 

17-Ketosteroids Quantitative Serology Electrocardiography 

Corticosteroids Heterophile Titres Basal Metabolism 

Phophatases Autogenous Vaccines Vital Capacity 

Vitamin Determinations Hematology Salpingograms 

Blood Volume Bacteriology Cholecystograms 

Blood pH Values Parasitology Bronchograms 

Electrolytes Gastric Analysis Gall Bladder Series 

Toxicology Friedman Tests G.I. Series 

Autopsies Frog Pregnancy Tests Pyelograms 

Papanicolaou Stains Mycology Myelograms 

Liver Function Tests Enzyme Chemistry Cystograms 

Porphyrins Spectroseopic Anabysis Electrometric Analysis 
Maurice Rosenthal, M.D. Douglas D. Gain, M.D. Ernest H. Price, M.D. George Scharf, M.D. 
Diplomate, American *@ Diplomate, American <@ Diplomate, American ® Diplomate, American 
Board of Pathology Board of Radiology Board of Radiology Board of Pathology 











SANATORIUM AND REST HOMES DIRECTORY 








BUTLERS REST HOME LA SIESTA LODGE 
® Bed Patients and Chronics. 
e@ Excellent Food. A clean and comfortable Rest Home 
wh sedomen 1032 E. Camelback Rd. — Phoenix, Arizona 
802 N. /th St. Phoenix, Arizona 


Telepl AM 6-7473 
Telephone AL 38-2592 elephone 








LOMA LINDA REST HOME ARIZONA HOME FOR AGED 
Miss Ione Wilson, Director 


e A Clean and Comfortable Home (Mr. and Mrs. W. G. Maulsby, Managers) 


For 
e Convalescents and Aged. ® Quiet and Home-like. 
© Home-cooked food. e Home Cooking — Special Diets. 


e Private and Semi-Private Rooms. 
e Excellent Care. 


Telephone ALpine 2-2095 Telephone Glendale 8256 
2316 S. 22nd Ave. — Phoenix, Arizona 3101 West Northern Ave. Phoenix 


e 24 Hour Nursing Care. 
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SANATORIUM DIRECTORY 
LIVERMORE SANITARIUM 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 














* The Cottage Department (for 
mental patients) has its own fa- 
cilities for hydropathic and other 
treatments. It consists of small 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 





GENERAL FEATURES 
1, Climatic advantages not excelled in United States. Beautiful grounds and attractive surrounding country. 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Occupational Department. 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


Information and circulars upon request. 
Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director 
LIVERMORE, CALIFORNIA 
Telephone 313 








CITY OFFICES: 


SAN FRANCISCO 


450 Sutter Street 
GArfield 1-5040 


OAKLAND 


1624 Franklin Street 
GLencourt 1-5988 

















SANATORIUM AND REST HOMES DIRECTORY 





McKEE REST HOME 
Aged & Convalescents — Home-like Atmosphere 
24 Hour Nursing Care 
Good Meals 
644 E. 4th Street — Phone 4-1971 — Tucson, Arizona 


HILLCREST SANATORIUM 


e Aged and Convalescents only. 

e Cheerful Private Rooms. 

e Reasonable Rates. 

e 24 Hour Nursing Service. 

e Non-Contagious — Non-Alcoholics — Non-Addicts. 


Phone 4-1562 


No. 3rd Ave & Adams Tucson, Arizona 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 











THIS SPACF. FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 
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ARIZONA'S FINEST SANATORIUM 
FOR NON-CONTAGIOUS DISORDERS 


Open Medical Staff AMherst 6-7238 
Flexible rates 

Open all year 5055 N. 34th St. 
Your inspection invited Phoenix 


Location: East Camelback Road and North 34th St. 
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SANATORIUM AND REST HOME DIRECTORY—(Cont’d) 














ALCOHOLISM 
VALLEY OF THE SUN REST HOME 
There is, today, a rapidly increasing, nation-wide 
awareness of alcoholism as a disease, as a major health PHOENIX, ARIZONA 
roblem and as a responsibility of the medical pro- 
— 126 W. Maryland AMherst 5-3055 
P agian throu oso Fag ase ye mapen Bed Patients — Convalescents 
Se Se See Se page ene oe Accommodations for Aged and Confused 


treatment of the victims of this disease. 


In THE FRANKLIN Phoenix has a modern center 
for care and treatment of acute and chronic~cases OCOTILLO CONVALESCENT HOME 


of alcoholism. 








® Convalescent Cases 


All treatment at THE FRANKLIN is under the ® Quiet & Restful 
supervision of a licensed physician. Patients may e 24 Hour Nursing 
retain their own physicians or may be attended by a @ Best of Food 
staff physician of THE FRANKLIN. @ Diets 
Nursing care is continuous, 24 hours a day, under 3434 E. McDowell Road — Phone BRidge 5-0462 
supervision of a registered nurse; with a staff of un- : f 
derstanding, experienced people. Phoenix, Arizona 








Hospital License No. 68 


° SCHER REST HOME 
The F ranklin, I nec. Ambulatory and Semi-Mental Patients 


24 Hour Nursing Service 


ALCOHOLIC PROBLEMS - EXCLUSIVELY 
Quiet and Home-Like 


367 N. 21st Ave., Just Above Van Buren 

























Telephone ALpine 3-4751 2919 East Granada Rd. — Phoenix, Arizona 
Phoenix, Arizona Phone BRidge 5-5516 
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MEDICAL STAFF 
CHARLES W. THOMPSON, M.D., F.A.C.P., Director 
CLIFTON H. BRIGGS, M.D., F.A.C.S., Associate Director 
ETHEL FANSON, M.D. CARLOS F. SACASA, M.D. 






DOUGLAS R. DODGE, M.D. HERBERT A. DUNCAN, M.D. PASADENA CALIFORNIA 


KENNETH P. NASH, M.D. 
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SANATORIUM AND REST HOME DIRECTORY—(Cont‘d) 








GLENDALE NURSING HOME 


Arizona newest, modern nursing home. 

e Convalescent 

e Custodial 

e 24 Hour Nursing Care 

e Special diets. Quiet 

Lat. 16% and Glendale Avenue 
Phones: AMherst 6-7001 — YEllowstone 7-7064 

Glendale, Arizona 
(Ray and Ruth Eckel) 


DESERT REST HOME 


Convalescent Tubercular 


e Reasonable Rates 
e 24 Hour Nursing Care 
e Excellent Care 
409 E. Townley Ave. — Phone WIndsor 3-3689 
Phoenix, Arizona (Sunnyslope) 
(Ray and Ruth Eckel) 








HIGHLAND MANOR 

(Mr. & Mrs. Marley Karns) 

®@ Convalescent. 

e Personalized Diets. 

e 24 Hour Nursing Care. 

e Located in a Quiet Zone. 

1411 E. Highland Ave. Phoenix, Arizona 

Telephone AM 5-2552 





EVANS REST HOME 


5255 N. 43rd Avenue, Glendale, Arizona 
Telephone ALpine 4-6511 or Glendale 8335 
Ethical — Efficient 
24 hour care for YOUR patients 
Any non-contagious case treated as you direct 








Telephone Answering Message Service 





Physicians’ & Surgeons’ Exchange 

Many Years of Experience In Serving Doctors 

and Nurses 5 
“Radio Telephone Service’ 

2 Offices at Your Service — 24 Hours Daily 
207 E. Pennington 3232 E. First St. 
(Main Office) (East Branch) 
Phone 3-3601 Phone 6-2461 
Irene O. Bowen John H. Leecing 


Tucson, Arizona 





GENERAL 


Message and Reminder Service 
ALpine 8-2521 
24 Hour Confidential Service — Bonded 
128 N. Ist Ave. — Phoenix, Arizona 





HOSPITAL DIRECTORY 





Stork’s Nest Maternity Lodge 
(Licensed and Certified. A-1 Rating) 
e Complete service for mother and infant. 
e New. Recently opened to the public. 
@ 24 hour service. Quiet and homelike. 
* aw equipped to give safe delivery of 


ies. 
e Trained staff. Inspection invited. 
e Private and semi-private rooms. 
North Central Ave. near Northern 
Phone 471 — Glendale, Arizona 


DRUGGIST DIRECTORY 











NICHOLLS 


PRESCRIPTION PHARMACY 
AFTER HOURS CALL US FOR 
EMERGENCY PRESCRIPTIONS. 

BR 6-3105 
Ph. BR 6-0093 or BR 6-0924—Phoenix, Arizona 
5843 S. Central (at Southern) 
Phoenix 











SOLANO PHARMACY 
7tth Ave. & Bethany Home Rd. — CR 4-2452 


MELROSE PHARMACY 


4320 N. 7th Ave. AM 5-8411 
PHOENIX 








CREIGHTON PHARMACY 
Telephone BR 5-2441 
2345 E. McDowell Rd. — Phoenix, Arizona 


CHARLES E. BILL M. GERTRUDE BILL 
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WAYLAND’S 


Ww 


Wayland’s Prescription Pharmacy 
13 E. Monroe Street 
Phone ALpine 4-4171 


PHOENIX, ARIZONA 


Ww 


FREE DELIVERY 





MARTI N BRUCE C8. 


28 Registered Pharmacists 


Tucson Casa Grande 

















PRESCRIPTION 


Complete line of 
Hospital Beds, Crutches, Trusses and 
Surgical Garments 


THE PRESCRIPTION SHOP 
45 East Broadway Phone 3-4701 
TUCSON 
D. F. Scheigert L. J. McKenna 















ALpine 3-2148 
Cc 


LCrary’ a 


Central Ave. at McDowell 

















COLLINS DRUG STORE 
(Prescriptions) 
115 W. Van Buren Tolleson 


Telephone ALpine 4-2353 














FAIRMONT PHARMACY 
Telephone BRidge 5-1331 


3231 E. McDowell Rd. Phoenix 








JOHNS DRUG CO. 
“PRESCRIPTIONS” 


3444 E. Van Buren — Phone BR 5-1161 


Phoenix, Arizona 











a 
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EUREKA DRUGS 
PRESCRIPTIONS 
“The Friendly Drug Store” 


R. L. Gibson, Prop. 
Phone 2-7153 Tucson, Arizona 


FELSHER PRESCRIPTION 
PHARMACY 
Sick Room Supplies — Vitamins 
650 N. First Avenue — Phone ALpine 3-2070 
Phoenix, Arizona 











MEDICAL CENTER PHARMACY 


PRESCRIPTIONS 
1616 No. Tucson Blvd. — Tucson, Arizona 


THIS SPACE FOR SALE 
write to 
ARIZONA MEDICINE 
426 Heard Bldg. 

Phone 2-4884 
PHOENIX, ARIZONA 











Open 8 A.M. to 11 P.M. Daily & Sunday 


Broadway Village Drug Store 
PHONE 5-2631 
Broadway at Country Club Road 
(Free Delivery) 


TUCSON ARIZONA 


NATIONAL PHARMACY 
Prescriptions 
Phone 2-9779 


Tucson, Arizona 


340 Ajo Way 











MONTE BLISS 
Frontier Village Drug Store 


1700 N. Maple Blvd. Phone 5-5252 
Tucson, Arizona 


“Your Reliable Neighborhood Prescription Pharmacy” 


THIS SPACE FOR SALE 


ARIZONA MEDICINE 


426 Heard Bldg. 


Phone ALpine 2-4884 
PHOENIX, ARIZONA 








SUNNYSLOPE PHARMACY 
REXALL’ DRUGS 


8946 N. 7th St. — Sunnyslope 
Telephone AMherst 6-8363 


Sunset Pharmacy — 1609 E. Indian School Rd. 





STONE AND 3RD PHARMACY 
749 N. Stone — Phone 3-6041 


ENCANTO PARK DRUG CO. 
3352 E. a 5-3102 








FLORES & SON 
(FARMACIA FLORES) 


“Your Nyal Service Drug Store” 
W. Congress and Meyer Sts. Phone 3-3362 


Tucson, Arizona 





MODERN RX PHARMACY 
TELEPHONE 20 


NOGALES ARIZONA 








WOOD'S PHARMACY 


Prescription Pharmacists 
100 Washington Street 
Peoria, Arizona 


ENSMINGER PHARMACY 
RELIABLE PRESCRIPTIONS 


121 North Cortez 


Phone 188 Prescott, Arizona 











JOHNSON’S DRUG STORE 
PRESCRIPTIONS 


“Service you will like” 


Corner Speedway and Park Avenue 
Phone 2-8865 Tucson, Arizona 











PULLINS 
Prescriptions 
400 E. Glendale 
Phone Glendale 9848 
Glendale, Arizona 
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DRUGGISTS’ DIRECTORY 
CAM PBELL DRUG co. Where Your Doctor Speaks and Your Druggist Serves 
1007 N. 7th St. — Phone AL 3-1992 5 
Phoenix SIMON’S DRUGS 
“ s Sg 
ne our, ecpanate Liguer Dep Prescriptions @ Hospital Supplies e Sick Room 
Supplies e Pharmaceuticals @ Baby Needs 
Trusses @ Crutches @ Abdominal Supports 
CAPITAL DRUG STORE 2829 W. Van Buren—Phones AL 3-8411 - AL 8-2106 
“Prescriptions” Phoenix, Arizona 
1646 W. Jefferson Phoenix Ample Parking Space — City-wide Free Delivery 
Phone AL 4-1616 
EVERYBODY’S DRUG COMPANY 
Prescription Druggists 
TEMPE DRUG CO. ingen 
A. J. Duncan, Prop. Mesa, Arizona 
Prescriptions 
601 Mill Ave. WOodland 7-5533 


Tempe, Arizona 








BEVERLY BURKE 


PRESCRIPTION DRUG STORES 


Medical Center 
1313 N. 2nd St. — Ph. ALpine 8-2706 
Van Buren at 4th St. — Ph. ALpine 4-5611 


Phoenix, Arizona 








LAIRD & DINES 


The REXALL Store 


Reliable Prescription Service 
Tempe 422 Mill Ave. & 5th 


Tempe, Arizona 





MacALPINE 


DRUG CO. 


{ complete line of... 
PHOTOGRAPHIC SUPPLIES 
COSMETICS 
LIQUOR AND 
PRESCRIPTION DEP I 


Prompt FREE deli very 


2303 North 7th St., 
PHOENIX, ARIZONA 


phones: ALpine 4-2606 


or ALpine 2-1573 


KX THE REXALL STORI 

















PHOENIX’S 
NEWEST DRUG STORE 


Prescriptions - Sundries - Fountain 


DIERDORF PHARMACY 
2315 N. 24th Street — BRidge 5-5212 
(Food King Shopping Center) 
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DOCTORS’ DIRECTORY 








DOCTORS DIRECTORY ESTABLISHED DOCTORS CENTRAL DIRECTORY 
1920 


ALpine 3-4189 
Emergency calls given special attention We will 


Minnie C. Benson, R.N., Manager 


For Emergencies or in Absence of Your Doctor 


locate your doctor before or after office hours. 
BERTHA CASE, R. N., Director CALL 5-1551 
Be JOY CASE , At Your Service 24 Hours Daily. 
1541 East Roosevelt 
~s aor E. Hedrick Dr. Tucson, Arizona 





Phoenix, Arizona 








THIS SPACE FOR SALE 


PHYSICIANS’ BUREAU FOR INFORMATION AND RATES 
write to 
PHONE AMherst 6-1291 ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 


347 E. Mariposa Phoenix, Arizona 
PHOENIX, ARIZONA 














MINERAL WELLS DIRECTORY 


Guckhoru DESERT BATHS 

















: ‘8 Massage Rooms. 8 Whirlpool Baths Hot Mineral Water Baths 
° 10 p one goers: x Grounds aipeonge ? Lodging 
Open 8 a.m. to 8 p.m. Daily 7 Mi. East of Mesa, Arizona 
Natural Hot Mineral Baths Route 2. Box 311 — Mesa 
(7 mi. East on Apache Trail ‘ 

Phone Mesa 7316 — Mesa, Arizona 

AMBULANCE SERVICE DIRECTORY X-RAY COMPANY 
ARIZONA’S FINEST GENERAL ELECTRIC CO. 
Pena X-RAY DEPARTMENT 
And Ambulan ervice 
d Ambulance S FOR SALE 


Phone BRidge 5-5302 — Day or Night 
Used Picker 100 MA R & F Unit, Motor Operated. 











ARIZONA AIRMOTIVE Good condition. General Electric X-ray, 
Phoenix Sky Harbor ALpine 4-0181, ask for Mr. M. A. Schroeder. 
MEDICAL BOOKS NURSES’ DIRECTORY 
ROBERTA DAVEY HALL DISTRICT NO. 1 
MEDICAL BOOKS ARIZONA STATE NURSES ASS’N 
Of All Publishers MRS. MARJORIE E. KASUN, R.N., 
PROMPT HANDLING OF ALL ORDERS Registrar 
To order: Telephone AMherst 5-1062 ’ 
jintteies Nurses’ Professional Registry 
Phoenix, Arizona 711 East Monroe Phoenix Ph. ALpine 4-4151 
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PHYSICIANS’ DIRECTORY 








NEUROLOGY and PSYCHIATRY 





OTTO L. BENDHEIM, M.D. 
NEUROLOGY and PSYCHIATRY 


1515 North Ninth Street 
PHOENIX, ARIZONA 


Certified by American Board of 
Psychiatry and Neurology 


ROBERT L. BEAL, M.D. 


Practice Limited To Psychiatry and Neurology 


753 E. McDowell Rd. — Phone ALpine 8-2241 
Phoenix, Arizona 





Plastic and Reconstructive Surgery _ 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 





HOWARD C. LAWRENCE, M.D. 


Diplomate of the 
American Board of Plastic Surgery 


709 Professional Building 
15 E. Monroe Street Phone ALpine 8-4101 
Phoenix, Arizona 





NEUROLOGICAL SURGERY 


ANESTHESIOLOGY 





THIS SPACE FOR SALE 


FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 


LOUISE BEWERSDORF, M.D. 
FLA. C.A. 
ANESTHESIOLOGY 


208 West Glenrosa 
Phone AMherst 5-4471 — ALpine 3-5101 
Phoenix, Arizona 








UROLOGY 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 
426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 


W. G. SHULTZ, M.D., F. A. C. S. 


Diplomate of The American 
Board of Urology 


E. R. UPDEGRAFF, M.D. 


1010 N. Country Club Road 


Telephone 5-2609 Tucson, Arizona 








PAUL L. SINGER, M.D., F. A. C. S. 


Certified American Board of 
UROLOGY 


1313 N. Second Street Phone ALpine 3-1739 
PHOENIX, ARIZONA 











DONALD B. LEWIS, M.D. 
UROLOGY 
Certified by the American Board of Urolegy 


123 So. Stone Ave. Phone 2-7081 


Tucson, Arizona 
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ROBERT -H. CUMMINGS, M.D. 


Diplomate of the 
American Board of Urology 


808 Professional Building 
15 East Monroe Phone ALpine 4-3577 
Phoenix, Arizona 


J. REICHERT, M.D. 


General Practice 


CARDIO VASCULAR DISEASES 
ELECTROCARDIOGRAPHY 


303 W. McDowell Rd. — Office Phone ALpine 4-7028 
Phoenix, Arizona 








ROBERT S. FLINN, M.D. 
INTERNAL MEDICINE 


CARDIOLOGY and ELECTROCARDIOGRAPHY 


1118 Professional Building 


Phone ALpine 4-1078 
Phoenix, Arizona 


THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 








JESSE D. HAMER, M.D. 


F. A. ¢. P. 
INTERNAL MEDICINE 
CARDIOLOGY 
Suit 910 Phoenix 
15 E. Monroe St. Arizona 


KENT H. THAYER, M.D. 


F. A. = P. 
INTERNAL MEDICINE 
Diplomate of the 
American Board of Internal Medicine 


ROBERT H. STEVENS, M.D. 
INTERNAL MEDICINE ALLERGY 


1313 N. Second St. Phone ALpine 4-8841 
Phoenix, Arizona 








FRANK J. MILLOY, M.D. 
F. A. C. P. 


INTERNAL MEDICINE 
611 Professional Building 


Phone ALpine 4-2171 
Phoenix, Arizona 


JOSEPH BANK, M.D. 


Diplomate of 
American Board of Internal Medicine 
American Board of Gastroenterology 


GASTROENTEROLOGY, GASTROSCOPY 
800 North First Avenue Phone: ALpine 4-7245 
PHOENIX, ARIZONA 








ROBERT E. RIDER, M.D. 
INTERNAL MEDICINE 
ELECTROCARDIOGRAPHY 


Del Sol Hotel Bldg. 
Yuma, Arizona 


Phone 3-3721 








DAVID M. MARCUS, M.D. 
INTERNAL MEDICINE 
1850 N. Laurel Avenue — Phone ALpine 4-7970 


Phoenix, Arizona 
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ORTHOPEDIC SURGERY 





GEORGE L. DIXON, M.D. 


PHILIP G. DERICKSON, M.D. 
ORTHOPAEDIC SURGERY 


Diplomates of the American Board 
of Orthopaedic Surgery 


744 N. Country Club Road Telephone 5-1533 
TUCSON, ARIZONA 





GEO. A. WILLIAMSON, M.D., 
F.A.C.S. 


LEO L. TUVESON, M.D. 
ORTHOPAEDIC SURGERY 


800 North First Ave. Telephone ALpine 2-2375 
PHOENIX, ARIZONA 








ROBERT E. HASTINGS, M.D., 
F.A.C.S. 
Diplomate American Board of Orthopaedic 
Surgery 
ROBERT W. WEBER, M.D. 
ORTHOPAEDIC SURGERY 


1014 N. Country Club 
TUCSON, ARIZONA 





STANLEY S. TANZ, M.D., F.A.C.S, 
ORTHOPAEDIC SURGERY 


Diplomate American Board of Orthopaedic Surgery 


2530 East Broadway 
Tucson, Arizona 


Telephone 5-0114 





HOSPITAL 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 
ARIZONA MEDICINE 
426 Heard Bldg. 


Phone ALpine 2-4884 
PHOENIX, ARIZONA 





H. B. LEHMBERG, M.D. 
J. T. O’NEIL, M.D. 


Casa Grande Clinic Phone 4495 


Casa Grande, Arizona 





CHILDREN’S DISEASES 





WM. F. SCHOFFMAN, M.D. 
CECILIA H. SHEMBAB, M.D. 
JOHN R. KEEFREY, M.D. 
DOCTORS BUILDING 


316 W. McDowell Rd. — Telephone ALpine 4-7287 
Phoenix, Arizona 


THIS SPACE FOR SALE 


FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 





CLINIC 





NELSON CLINIC 
D. E. NELSON, M.D. 


A. H. ERICKSON, M.D. 


5038 Fifth Avenue 
SAFFORD, ARIZONA 











SUN VALLEY CLINIC 
84 North Macdonald 


MESA, ARIZONA 











